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Durine the past ten years I have had on five occasions to interfere 
for ovarian cystomata during pregnancy, and it occurred to 
me that a paper on the subject might not be out of place at the 
present time. 

The first case was a cyst the size of a fetal head at term, and 
proved to be a dermoid, which must of necessity have been present 
for a considerable length of time, but had never been discovered 
until the patient was pregnant for the fourth time. M. M., 37 years 
of age, had given birth to three healthy children, all the labours 
having been easy, requiring no instrumentation. The last child was 
born three and a half years ago. When seen in consultation the 
patient was about nine weeks pregnant, and complained of severe 
pains in the back and abdomen. By examination a right-sided 
movable cyst was easily made out. Laparotomy revealed a dermoid, 
which contained hair and fat. Forty-eight hours after the operation 
labour pains of a mild character commenced, but were controlled 
by rectal enemata of chloral and ammonium bromide in large doses. 
The pains disappeared completely at the end of forty-eight hours, and 
the patient went to term and was delivered of an 8 lb. girl. 

If the symptoms, which cause the patient to consult a physician, 
are considered, one will usually find that they consist of abdominal 
pain and backache, coming on rather suddenly and from no evident 
cause. Most of these patients feel relatively well until the tumour 
gives rise to pain. 

In my second case the symptoms were so severe that one might 
almost be led to suppose that intestinal obstruction was present. 
Mrs. F. W., 29 years of age, had given birth to two healthy children, 
the labours being uncomplicated. Six months after the last labour 
she aborted for no known cause at about the third month. After the 
abortion menstruation occurred four times, the last being nine 
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weeks previous to my visit. The patient, who had always considered 
herself in excellent health, noticed after the miscarriage that her 
abdomen was still somewhat increased in size. She then commenced 
to complain of very severe abdominal pain accompanied by vomiting, 
chills and a slight rise in temperature. She was carefully watched 
for a few days, when these rather violent symptoms decreased. 
Examination revealed a uterus about the size of a two months’ 
pregnancy, and lying behind it was found a cystic tumour. Opera- 
tion was advised and accepted. 

The walls of the cyst were somewhat adherent to the parietal 
peritoneum and omentum. A dark-reddish coloured fluid was let 
out from the cyst, after which the pedicle of the tumour was 
examined and found twisted on its axis twice. It was full of 
ecchymotic spots. The after-progress of the case was perfectly 
satisfactory and at no time was there any evidence of a commencing 
miscarriage. She was delivered spontaneously at term. 


In the following case the patient had been cognizant of a gradual 
enlargement of the abdomen for a number of months, but as there 
had been no symptoms, no medical advice had been sought, when, 
on account of sudden intra-abdominal pain, I was asked to see 
her. The symptoms presented were certainly peculiar, and in a 
very short time prolapsus had occurred and for a fortnight before 
seeing the patient there had been considerable disturbance of the 
micturition, to such an extent that, on account of the retention, the 
bladder had to be emptied with a catheter. The pathological 
condition found at operation explains the symptoms. 

Mrs. W. H.G., 39 years of age, had had two normal pregnancies, 
the last seven years ago. The last menstruation occurred four 
months ago, at which time a considerable amount of blood was lost. 
For the past three weeks the patient had noticed the development 
of a prolapsus, and for the last fourteen days had complained of 
pain in the abdomen and the sensation of severe pressure when 
passing urine. Three days before we saw her a catheter had to be 
passed on account of retention. Upon examination the cervix uteri 
protruded through the vulva. The corpus uteri was retroflexed and 
lay in the small pelvis. In direct connection with the organ was 
found a tumour, probably of a cystic nature, extending considerably 
above the umbilicus. Laparotomy revealed a cyst on the left side 
the size of an adult head, which was nowhere adherent. It had 
displaced the uterus to such an extent that a torsion of the organ 
had resulted in the supravaginal region. The torsion was about 
140°. After the cyst was removed the uterus was readily straightened 
and brought into normal position. The ultimate outcome of the 
case was satisfactory, and an examination made one week after the 
operation showed the uterus in its normal position. The patient 
went to term and had a normal labour. 
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According to Jetter’s statistics, there were 31 dermoids out of 
a total of 105 instances of ovarian tumours occurring during 
pregnancy. This would make 19 per cent. of dermoids, when, 
generally speaking, the relationship of dermoids to other ovarian 
cystomata is about 4 per cent. Stauda explains this frequency of 
dermoids found during pregnancy, as compared to other cystomata, 
from the fact that their growth is slow and gives rise to few 
symptoms, so that the patients do not come under medical observa- 
tion, whereas in other more rapidly growing cysts they come under 
treatment much earlier and are operated on when no pregnancy is 
present. Martin also believes that dermoids, owing to their pelvic 
situation, are less likely to be discovered than the more superficially 
situated cystomata. 

Generally speaking, a diagnosis of ovarian growths during 
pregnancy can be made with ease, but in one of my cases it was only 
a probability, and, as will be seen, this case shows how, under some 
circumstances, the diagnosis may be far from easy, because, in spite 
of the fact that the pregnancy had reached nearly the sixth month, 
it was impossible to palpate the uterus on account of the very large 
size of the neoplasm. It is possible that under narcosis I might 
have been more successful, but, as operation was indicated, it was 
considered needless to submit the women to more than one 
etherization. 


Mrs. H.F.C., 32 years of age, married seven years, had never 
been pregnant. Menstruation had always been regular and painless, 
but had been absent for five months. For about two years the patient 
had noticed a gradual increase in the size of her abdomen, although 
she had never suffered. Ten days before coming under observation 
she was suddenly taken with very acute pains in the enormously 
enlarged abdomen, which, when she is in the erect position, 
sags forward. Percussion gives a clear note all over the abdomen, 
excepting in the left hypochondrium where a tympanitic note can be 
elicited. A distinct fluctuation can be made out. The bases of 
both lungs are pushed upwards. The vaginal mucosa and cervix 
are of a dark-blue colour and extremely lax. The anterior and 
posterior vaginal culs-de-sac are prolapsed, and distinct fluctuation 
can be detected in the posterior cul-de-sac. The uterus and adnexa 
cannot be palpated. After incision of the abdominal walls a sticky 
fluid made its exit under high pressure, about 12 to 15 litres being 
voided. After this had occurred it was found that there was no 
ascites, as we had at first suspected, and that the walls of the cystic 
growth were intimately adherent to the peritoneum. With consider- 
able difficulty the cyst was finally peeled off, a short pedicle was 
found with difficulty and ligated. After the cyst had been freed a 
five months’ pregnant uterus came into view. Recovery was 
uneventful, and the patient was delivered by her physician at term. 
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The indication for operative interference during pregnancy is 
usually due to the severity of the symptoms presented by the patient. 
These usually appear rather suddenly, and indicate in many 
instances that some change has taken place in the growth. In the 
last-mentioned case the great dimensions of the cyst itself 
combined with pregnancy, were enough to cause great danger to the 
patient. The difficulty in micturition and the prolapse in my third 
case would also have led to serious complications even if the uterus 
had not undergone torsion. According to Martin, only two instances 
of cases of ovarian tumour complicating pregnancy are known in 
which hyperemesis was the principal symptom and _ indicated 
operative interference. One of these cases, which was recorded by 
Atlee, died in spite of removal of the growth thirty days after the 
operation from exhaustion, while the second patient, who was under 
the care of Mangiagalli, continued to vomit after ovariotomy had 
been done, so that he was obliged to empty the uterus, this resulting 
in recovery. Now, while in both of these cases removal of the cyst 
had no influence upon the hyperemesis, I saw in consultation one 
case occurring in the practice of another surgeon where vomiting 
stopped after the interference and pregnancy continued to term. 

In my fifth case I removed the cyst by posterior colpotomy, 
and, although much has been said about the dangers connected with 
this operation when undertaken during pregnancy, it will be seen 
that, at least in this case, no difficulties presented themselves. It 
has been upheld that the vaginal route is more apt to give rise to 
interruption of pregnancy than abdominal incision, because more 
manipulation is required for the removal of the growth, and conse- 
quently more direct irritation is caused to the lower uterine segment, 
but in my case the growth was very movable, about the size of a 
large orange and lay directly in the small pelvis, consequently it 
seemed rather more proper to remove it per vaginam. What we 
particularly noted was that excessive bleeding of the vaginal incision 
did not occur. The history of the case is briefly as follows :— 


Mrs. M. W., 34 years of age, had been previously delivered of 
two healthy children. For the last three years the menses had been 
irregular, sometimes occurring every three weeks, at others every 
five or six. The last menstruation was four months ago. For 
several weeks she had complained of rather sharp pain in the right 
side. Upon examination the uterus was found enlarged, correspond- 
ing to a pregnant uterus between the third and fourth month. 
Behind it and somewhat to the left a movable elastic tumour could 
be detected. Posterior colpotomy. Upon incision of the vaginal 
vault no marked hemorrhage was encountered. Upon entering the 
abdominal cavity a cystic tumour presented itself directly into the 
vaginal wound. By pushing the uterus to the side the growth was 
easily brought down and its pedicle clamped. During this manceuvre 
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the cyst was ruptured, its contents proving that it was a dermoid. 
The pedicle was easily ligated and the cyst removed. The pedicle 
was reduced into the abdominal cavity and the colpotomy incision 
closed; recovery was uneventful, the patient going to term and 
being delivered without complications. 


As to the frequency of miscarriage occurring after abdominal 
or vaginal operations, I am unable to find any statistics of value, 
but, generally speaking, it would seem that, at least in the case of 
ovarian cystomata, this unfortunate occurrence is not frequent. 
Circulatory disturbances following operation have been accused as 
the cause for interruption of pregnancy, and these may naturally 
occur whether the cyst is removed by abdominal incision or per 
vaginam. At the present time I believe it may be said that 
ovariotomy during pregnancy is a justifiable procedure, and should 
always be resorted to when indications present. It is evident that 
colpotomy is a simpler operation, and, in my opinion, when the 
existing conditions are such that it can be undertaken, it is preferable 
to abdominal incision. 

There is no doubt whatever but that the severity of the operation, 
the length of time consumed, and so forth, influence the pregnancy, 
and another most important factor in the production of miscarriage 
is, to our way of thinking, a cooling of the abdominal organs and 
peritoneal cavity during laparotomy. If we are correct in this 
supposition then posterior or anterior colpotomy is to be selected 
when possible. When the cyst is small and located in the small 
pelvis, and if it is movable, removal per vaginam seems proper, 
because there is less intra-abdominal manipulation. 

Of the complications found during operation, I would call 
particular attention to torsion of the pedicle, and, whether this 
occurs during pregnancy or not, the symptoms to which it gives rise 
may simulate acute or chronic intestinal obstruction, or appendicitis. 
In my second case the violent symptoms presented by the patient 
were undoubtedly due to the torsion of the pedicle. From reported 
cases adhesion of the tumour with the neighbouring organs, the 
omentum or intestine, is not common, but in one of my cases these 
adhesions united the growth so firmly to the parietal peritoneum that 
the tumour ruptured before it was at first noticed. Marked displacement 
of a pregnant uterus is also common in these cases and torsion of the 
organ may occur. The greatly elongated prolapsed cervix in this 
case may, in all probability, be considered as a result of cedema of 
the cervix, due to shutting off of the vascular supply and the prompt 
recovery of this symptom after operation would seem to favour this 
theory. 

Pregnancy complicated by ovarian growths has been considered 
rather infrequent when one considers the great frequency of ovarian 
tumours. This rarity has been accounted for by the fact that 
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women having pathological changes in the ovaries generally conceive 
less rapidly. Now, although without any doubt this may be quite 
correct, that the diseased ovaries are the cause of sterility, still as a 
matter of fact numerous cases have been recorded in which, in spite 
of advanced degeneration of both glands, pregnancy nevertheless 
occurred. The fact that, in such cases, conception did take place 
simply goes to show that a portion of healthy ovarian tissue is 
sufficient for the occurrence of normal ovulation. I have had one 
case in which the patient had been married for a number of years 
but, on account of cystic changes in both ovaries, had never been 
pregnant and had been a great sufferer: I removed one ovary and 
resected two-thirds of the other, with the result that a few months 
after operation she became pregnant and was delivered at term of 
a robust child. 


Personally, I am of the opinion that cystoma complicating 
pregnancy is much more frequent than has been generally admitted 
by a certain number of writers, because it must be that very many 
cases where there is pregnancy complicated by an ovarian tumour 
do not come under surgical observation for the simple reason that 
no symptoms arise. Then, again, we all know that an accidental 
discovery of an ovarian tumour during pregnancy, labour or the 
puerperium, is frequently made, the case having run a symptomless 
course, Furthermore, among patients who are operated on for ovarian 
growths those who have been sterile are far from representing the 
majority, and I believe that, in going over statistics, one will usually 
find that these cases are multiparous in a large proportion, so that it 
may be assumed correctly that the growth existed during the patient’s 
last pregnancy. Remy, out of 257 patients with ovarian growths, 
found that there had been 321 pregnancies and 266 normal labours. 
Reports from obstetric clinics show beyond doubt that small ovarian 
growths frequently remain undiscovered if no definite symptoms are 
present, causing an examination of the patient to be made. I would 
point out what seems to me a rather astonishing statement, viz., that 
out of 17,832 labours taking place in the Obstetrical Clinic of Berlin 
only 20 were complicated with ovarian growths. Dohrn believes 
that pregnancy complicated with ovarian tumours may be placed at 
4 per cent., while Williams has stated that such growths are observed 
relatively less frequently in married than in single women. This 
peculiar relationship may possibly be explained by the fact that 
unmarried primigravide are examined much more frequently during 
pregnancy or labour, because they represent the largest contingent 
of public obstetrical clinics. 

From what has been said it becomes evident that, even with the 
presence of an ovarian tumour, pregnancy, labour and the puer- 
perium, may give rise to no disturbances and a large number of cases 
have been reported in which, in spite of certain complications, the 
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patient has had a normal labour without surgical interference. In 
the majority of these cases it is probable that the growth was of a 
benign nature and of slow development, in which case it is probable 
that the tumour was a dermoid. For all that it should not be said 
that the prognosis is good, generally speaking, although so many 
favourable cases have been reported. In every instance where 
an ovarian tumour is found accidentally during pregnancy, labour 
or the puerperium, the physician should realize that he is dealing 
with a serious condition of affairs which, at any moment, may result 
fatally for the patient. The interchangeable relationships between 
ovarian tumour and pregnancy, labour and the puerperium, are very 
numerous, and reference will be made to them later on. 


Opinions are divided as to the influence of pregnancy on ovarian 
growths. Undoubtedly if a patient, already the possessor of an 
ovarian tumour, becomes pregnant, the symptoms, if already present, 
will become more marked. The theory put forward by Leopold 
and Wernich, that ovarian growths complicated by pregnancy, have 
a tendency to undergo malignant transformation, is a much discussed 
question. If this theory be correct, then in reality one would 
encounter malignant transformation in these growths during 
pregnancy very much more frequently than is actually the case, 
and, in point of fact, not a single case recorded by these authors 
strengthens their theory, because they could not prove that the 
neoplasms were not originally malignant in nature. On the other 
hand, I believe that it is generally admitted that pregnancy 
influences the growth of ovarian neoplasms. The increased blood 
supply to the genitalia resulting from conception, should, theoreti- 
cally, increase also in the tumour, which naturally would result in a 
more rapid growth, but other authorities believe that the increase 
of the vascular supply existing in the uterus and ovaries is only 
manifest during the first three months of pregnancy, as is shown by 
the development of the corpus luteum verum, and that during the 
remainder of the pregnancy ovarian activity ceases completely, 
and consequently there is no cause for an increased blood supply to 
these glands. Other competent writers maintain that the blood 
supply to the ovaries is less during pregnancy, because the pre- 
menstrual congestion which, according to them, is the principal 
reason for the growth and development of ovarian tumours, does 
not take place during pregnancy. Consequently they maintain that, 
when ovariotomy is done during pregnancy and an increased vascular 
supply and extravasated blood is found in these growths, these changes 
should not be considered as the result of an increased arterial supply, 
but rather the result of stasis from venous reflux. Thus, if these facts 
be correct, pregnancy should have a retarding influence on the growth 
of these tumours. A number of investigators have come to the 
conclusion from their own observations that, owing to the enlarge- 
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ment of the uterus, the resulting limitation of space would hinder 
further development of ovarian growths. According to this point 
of view, after the uterus becomes empty an immediate and rapid growth 
of the neoplasm would naturally be expected, and Sir Spencer Wells 
made the observation that ovarian tumours decreased in size during 
pregnancy, and after labour again increased in size. Now, although 
the theory that ovarian tumours evince a greater tendency to increase 
in size after pregnancy has taken place, cannot be upheld as absolute 
as far as its correctness is concerned, it nevertheless remains a fact 
that the dangers of ovarian tumours in pregnancy are many. 


In the first place, one should take into consideration the disturb- 
ances in the blood supply which arise as a result of the particular 
position of the growth with or without torsion of the pedicle. 
Displacements of these tumours can easily be explained by the 
gradual pushing up of the abdominal organs and those contained in 
the small pelvis by the constantly increasing size of the pregnant 
uterus, and Léhlein, after a careful study, has come to the conclusion 
that torsion of the pedicle occurs in 8 per cent. of these cases. 
Aronson found torsion of the pedicle 8 times out of 72 ovariotomies 
performed during pregnancy, thus making 12°8 per cent., while 
Dsirne met with it 10 times out of 109 cases, in other words, 9°1 per 
cent. From these figures the first conclusion to be drawn is that 
certain writers have laid too much stress upon the enlargement and 
upward growth of the uterus, and that the influence of pregnancy 
and the placenta upon the blood supply of the ovarian cystomata 
has been much overrated. On the other hand, Léhlein does not 
attribute much to pregnancy as far as circulatory disturbances from 
a twisted pedicle are concerned, but is of the opinion that during 
the post-partum period this complication is much more frequent. He 
points out that the anatomical conditions after labour are particularly 
favourable for the occurrence of torsion, because, in the first place, 
the pedicle has been greatly stretched on account of the upward 
growth of the corpus uteri, and to this is added the sudden decrease 
in the abdominal contents following the emptying of the uterus, 
which leaves behind it relaxed abdominal walls. All these circum- 
stances naturally allow an ovarian cyst to become very movable if 
it is not adherent or of very large size. If to this is added a rapid 
change in the location of the tumour then torsion of the pedicle or 
its rupture may easily result. 

It would seem evident that in pregnancy where the change in the 
position of the abdominal viscera takes place gradually, the process 
is quite the reverse of that in the post-partum period, and leads to a 
constant limitation in the mobility of the various abdominal viscera 
and the tumour, a condition of affairs far less favourable to the 
development of torsion. Besides, in most cases torsion of the pedicle 
during pregnancy will occur so gradually, if no trauma is inflicted, 
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that oftentimes it does not lead to severe symptoms such as are 
encountered in a torsion suddenly taking place and giving rise to 
hemorrhage into the cyst. That intra-cystic hemorrhages giving 
rise to peritoneal symptoms may take place during the puerperal 
state without any twisting of the pedicle is a fact too well known to 
cause any comment here. In many of these cases the cause of the 
symptoms was a rupture of the pedicle which, perhaps, was over- 
looked at the time of the operation. 

Under some circumstances torsion of the pedicle, by cutting off 
the blood supply to the growth, may result in atrophy of the latter, 
until a blood supply is again given it through peritoneal adhesions 
contracted by the tumour. A decrease in size of ovarian cystomata 
during pregnancy has been observed by a number of competent men. 
Cases in which intra-cystic hemorrhage has given rise to alarming 
symptoms have been reported a number of times. Suppuration of 
the cyst during pregnancy is a very serious complication, and when 
the growth is small and not easily detected, the diagnosis is a very 
delicate matter and oftentimes is not made until the abdominal cavity 
has been opened. 

Just as under certain circumstances the occurrence of pregnancy 
may exert an unfavourable influence upon an existing ovarian 
tumour so may the tumour itself influence unfavourably pregnancy, 
labour or the puerperium. The presence of an ovarian cyst may, 
without any doubt, produce premature labour, especially if, on 
account of the tumour, a retroflexion of the uterus results, or, on the 
other hand, if, from the size of the cyst, the development of the 
uterus is much interfered with. However, I am under the impression 
that perhaps too much stress has been laid on this factor, because 


in many cases the most peculiar displacements of the uterus may 


occur and yet the pregnancy goes to term. 

I believe that it can be safely admitted that those cases in 
which pregnancy goes to term, in spite of the presence of an ovarian 
cyst, represent the majority. Frequently the influence of the 
tumour on the pregnancy is merely represented by an increase of the 
physiological symptoms of pregnancy, a condition of affairs which 
causes the patient to consult a physician who then discovers the 
growth. 

The disturbances during pregnancy may become so severe owing 
to the presence of a tumour that they certainly are an indication 
for ovariotomy, and experience also teaches that the good results of 
operative interference in such cases have not been exaggerated, 
because very frequently the distressing symptoms which, up to that 
time, had failed to be relieved by proper therapeutic measures, have 
disappeared at once after the operation. However, just how far 
hyperemesis is influenced psychically by the operation is difficult to 
ascertain. 

Very large ovarian cystomata may become a source of danger in 
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that they tend towards the production of dyspnea, albuminuria and 
edema, particularly toward the end of gestation. Labour, without 
doubt, can proceed spontaneously without any difficulty in spite of 
the presence of an ovarian cyst. This is made evident from the 
fact that the tumour is frequently not discovered until after birth. 


As to rendering the labour difficult, cysts lying deeply in the 
pelvis are to be considered. While large growths may sometimes 
cause disturbances in the uterine contraction or displacement of 
the uterus, with a consequent abnormal position of the child and 
disturbances in the placenta, small tumours may cause serious 
interference during labour when they directly obstruct the birth 
canal and cannot be reduced. In these cases everything depends 


. upon the possibility of reduction of the growth into the abdominal 


cavity. To obtain this result many methods have been advanced 
which, even under the most difficult circumstances, may possibly be 
crowned by success. If, in such cases, spontaneous rupture of the 
cyst occurs, there is still a certain amount of danger for the mother. 
The possibility of strangulation of the tumour during labour 
certainly should have great weight when considering the proper 
treatment to pursue, and also in those cases where the growth has 
never given rise to any symptoms and has only been discovered 
accidentally during pregnancy. 

The puerperal stage is, generally speaking, the least affected by 
the presence of ovarian cystomata as long as torsion of the pedicle 
does not occur. Disturbances of involution are certainly quite 
possible and have been observed, but they are generally of slight 
importance if post-partum hemorrhage arising directly after labour 


‘as the result of insufficient uterine contraction is not considered here. 


In order to avoid the unpleasant accidents resulting from a twisted 
pedicle during the puerperium, absolute quiet and a well-applied 
abdominal binder have been recommended. 

Regarding the diagnosis, it may be said that, differentially, errors 
are most likely to occur when a very large cyst exists with a 
pregnancy in its early stages, especially when absence of menstrua- 
tion is looked upon as a symptom of a commencing menopause, or 
disturbances in menstruation as results of ovarian trouble. 
Palpation of a slightly enlarged uterus in connection with a 
large abdominal tumour may be very difficult or even impossible, 
especially so if the tumour is intimately adherent with the neigh- 
bouring organs and thus interferes with the mobility of the uterus. 
Under these circumstances, the tumour is diagnosed, but not the 
pregnancy, and a large number of such cases have been recorded 
in which abdominal section was done for the ovarian tumour and the 
pregnant uterus only discovered at the time of the operation. It is 
quite evident that the number of such mistakes must be large. 

It has also happened that a pregnant uterus has been mistaken 
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for an ovarian cyst, and has been incised before the true condition 
of affairs was discovered. When small cysts exist which are closely 
adherent to the uterus, they may be diagnosed as extra-uterine 
pregnancy. The soft, elastic ovarian cyst gives the impression 
of an impregnated tube, while the enlargement of the uterus, 
which is always found in extra-uterine gestation, is naturally 
accounted for. Such an error is particularly probable when an 
ovarian tumour of long standing causes, by the suppression 
of the menses, symptoms of the beginning of pregnancy. Under 
some circumstances it is possible in these doubtful cases to 
come to a correct diagnosis only after repeated examinations have 
been made at intervals of two to three weeks, provided that serious 
symptoms do not compel the surgeon to interfere at once before the 
diagnosis is definitely determined. 

The gentleness in palpation necessary when a tubal pregnancy is 
suspected is another cause of difficulty in making a diagnosis. The 
introduction of a uterine sound has been recommended, but 
in my opinion, is absolutely dangerous and should be proscribed, 
it can, at the most, be only justified when intra-uterine pregnancy 
has been excluded with certainty, a thing not easily done. 

If an ovarian cyst is diagnosed during pregnancy the question 
of treatment depends upon the decision as to whether the 
growth should be removed during pregnancy or after labour. 
Artificial interruption of pregnancy which formerly was 
frequently advised, is at present rejected, since it is well known that 
the prognosis of an operation during pregnancy is hardly more 
unfavourable than when this condition does not exist. The question 
is whether, according to the present statistics of operative 
interference, interruption of pregnancy during that period in 
which we can with some certainty expect to deliver a living child, is © 
still to be seriously considered. Very recently this has been advised 
by Barner. Others advise resorting to this measure only in those 
rare cases of hard neoplasms and dermoid cysts which lie immovable 
in the small pelvis and would thus seriously interfere with labour. 
In such cases where the possibility of the passage of a full-developed 
child are considered impossible, or at least very difficult, induction 
of labour towards the end of pregnancy is considered proper by some, 
because of the probability that a living child will be born. 

Léhlein, without questioning the theoretical justification of 
this measure, considers the indication for premature labour 
only in a certain class of cases with complications of pregnancy, 
namely, when, aside from the ovarian cyst, severe symptoms due to 
other pathological processes develop, which are entirely due to 
gestation, such as the nephritis of pregnancy complicated with an 
ovarian cyst. Such a complication of pregnancy would be an 
indication for artificial emptying of the uterus even without the 
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presence of a cyst. Consequently, from what has been said, it may 
be assumed that artificial premature labour has been abandoned in 
these cases. The reasons for this are apparent. In the first place, 
the prognosis for the foetus is always an uncertain matter, while, on 
the other hand, the mother is not relieved of her original trouble, 
the tumour, by merely emptying the uterus. The danger from the 
tumour, which is to be especially looked for in the puerperium, 
still remains, and sooner or later ovariotomy will be absolutely 
necessary. 

Puncture of the cyst, which was so greatly advocated years ago, 
is to-day merely a matter of history, although a few writers have 
recently advised it for the relief of symptoms. It has probably 
been given up at the present time by the majority of operators, and 
rightly so, because, in the first place, it does not cure the affection 
as the cysts very rapidly refill, and also on account of the dangers, 
which are sometimes greater than abdominal incision. Infection of 
the cyst, which was formerly greatly feared, can, of course, be 
avoided by careful asepsis, but, on the other hand, injury to 
neighbouring abdominal viscera, especially the gut, can often not 
be avoided, and therefore abdominal incision is to be greatly 
preferred even for diagnostic purposes. It should always be recalled 
that after a large cyst has been evacuated by a trocar, hemorrhage, 
both intra-abdominal as well as intra-cystic, may arise, partly as 
the result of a direct injury to the larger vessels, partly as the result 
of a sudden diminution of the intra-abdominal pressure. Torsion of 
the pedicle, due to the greater mobility of the growth after puncture, 
has also been observed, while escape of the cystic fluid into the 
abdominal cavity carrying along with it particles of the growth, 
when it has been a proliferating ovarian cyst, has resulted in the 
formation of metastases on the peritoneum. When, in conclusion, 
one reflects that acute peritonitis may easily follow puncture of a 
suppurating cyst there is reason enough to reject this procedure. 


To my way of thinking the oniy rational procedure is ovariotomy, 
and the favourable results which have been reported when this 
operation has been undertaken during pregnancy, have conclusively 
demonstrated that gestation is no contra-indication to the operation. 
I believe that this statement is generally admitted by all surgeons 
of any experience. Out of 266 cases the mortality was only 5°4 per 
cent. for the mother. As to the interruption of pregnancy due to the 
operation, I find a percentage of 22°4 per cent. It is very evident 
that a very great number of cases, particularly the unfavourable 
ones, have never been reported, and for this reason I merely submit 
the above figures for what they are worth without attributing to 
them any absolute value, but they certainly show that as abdominal 
operations go the prognosis should be considered favourable for the 
mother and not grave for the fetus. 
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If these figures are to be taken into serious consideration it is 
necessary to weigh the question carefully whether in all cases where 
an ovarian tumour is found one should operate at once. The opinion 
that every ovarian growth found during pregnancy is an indication 
for immediate operation is perhaps most universally agreed to by 
operators. Since it has been pretty conclusively proved that the 
cases operated upon during the first few months of pregnancy usually 
go to term, it seems evident that an early operation should be 
undertaken, as the prognosis for the child is far better. If one 
recalls the causes which bring about uterine contraction after 
ovariotomy, it is not surprising to see that better results are obtained 
when the operation is undertaken in the early months of pregnancy. 
These are the mechanical irritation caused by the manipulation of 
the uterus and its adnexa and the sudden cooling of the peritoneal 
cavity which relaxes the muscular structure of the uterus, resulting 
in expulsion of the fetus. 


The preparation of the patient for the operation during the 
second half of pregnancy may in itself stimulate the uterus 
sufficiently to cause a miscarriage. Then, again, during the 
operation the uterus towards the end of pregnancy bulges into the 
abdominal incision, and has to be manipulated far more in order 
to get it out of the way so as to reach the growth. It may be, too, 
that the sudden cooling of the peritoneal cavity may have a different 
effect upon a much enlarged uterus, especially when the organ has 
been manipulated considerably in order to reach the tumour. The 
irritation produced from the lowering of the temperature should 
not be underrated, and it is well known that the application 
of cold to the abdomen is often resorted to in cases of post-partum 
hemorrhage in order to cause the uterus to contract. 


It is quite evident that the favourable results obtained during 
the first few months of pregnancy are not merely accidental, and, 
what is more, under certain conditions a timely ovariotomy may even 


prevent a threatened miscarriage, several instances of which have 
been reported. 


Advising an operation as soon as possible in cases of ovarian 
tumour during pregnancy, in order to avoid the complications which 
may occur during labour, pregnancy or afterwards seems to me 
justified. It is unnecessary to discuss the need of operation in those 
instances where the growth gives rise to very troublesome symptoms, 
as well as for those tumours lying in the small pelvis, which may 
seriously interfere with the progress of labour. In those cases, 
however, where the growth has not caused any symptoms and where, 
in all probability, they need not be feared, it might be of interest to 
the child to temporise, provided that there are no evidences of the 
growth being malignant. Fehling prefers to temporise in cases of 
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first pregnancy, or where the women have had few children, with the 
hope of obtaining a viable infant. 

However, the difficult point in these cases is to decide what shall 
be done when the patient is first seen during the middle of 
pregnancy, because it seems a pretty well-settled matter that, when 
operation is done at this time, miscarriage is more frequent. There- 
fore under these circumstances, if no serious symptoms are manifest, 
operation may be deferred as long as possible. 

At the end of pregnancy ovariotomy is the least serious, because 
the prognosis for the child is good, and even if it is undertaken 
during the ninth month and labour follows immediately upon the 
operation, it is probable that a living child may be born provided 
that other conditions are favourable. As far as the mother is 
concerned, it is evident that by the removal of the tumour the 
complications resulting from it are removed. 

It would appear that there are no special difficulties to be 
expected during labour because many instances have shown that, 
even during the period of expulsion, the abdominal wound is not 
disturbed. However, if labour occurs before the patient has fully 
recovered from the effects of the anesthetic, one should be prepared 
for a rather profuse hemorrhage during expulsion of the placenta. 
For this reason it is perhaps preferable to remove the placenta 
manually as soon as the child has been extracted. 

Bilateral ovariotomy has also been done during pregnancy, and 
it would appear that this interference is practically no more serious 
than when disease exists on one side only. Under these circum- 
stances, however, an early operation is more imperatively 
called for, because when bilateral growths exist they not infrequently 
are of a malignant nature. Premature labour does not occur 
apparently with any greater frequency in these cases because the 
operation does not usually present any more difficulty than when one 
ovary is alone the seat of the trouble. It has been stated that after 
bilateral ovariotomy more serious hemorrhage occurs during 
and after labour, on account of the effect of castration on the 
uterine mucosa, but I merely mention this fact and make no 
comment on it, having had no personal experience in the matter. 
I would, however, say that the relationship, as yet insufficiently 
understood, between the ovaries and the non-pregnant uterus in its 
normal condition, can also be applied to the pregnant uterus, and 
since it is generally admitted that during gestation ovarian activity 
ceases, it may quite properly be assumed that when after ovariotomy 
interruption of pregnancy occurs, this is due to the direct irritant 
action of the operation on the uterus, 
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Some further considerations on the Supports of the 
Female Pelvic Viscera, in which the Intra- 
Abdominal Pressure is still further defined.* 


By R. H. Paramore, M.D. (Lond-), F.R.CS. (Eng.). 


THE position of the female pelvic viscera and the maintenance of 
this position in the pelvis is the result of the equilibrium of two sets 
of forces, which simultaneously appear and oppose and paralyse each 
other: the one acts from above and tends to thrust the viscera 
downwards towards the pelvic outlet; the other acts from below, 
opposes the first and tends to prevent a descent of the viscera. The 
first force is known as the intra-abdominal pressure; the second force 
is the resistance resulting from the tonic contraction of the levator 
ani muscle. 

These opposing forces, like all other vital forces, areduring health 
continually undergoing variations in magnitude, but these variations 
are uniform, symmetrical, counterbalancing; one does not increase 
without similar increase of the other, but both increase together, 
reach the climax together, remain sustained together, together 
diminish or perhaps, as in sleep, disappear together. That is to say, 
they are co-ordinated. This uniformity of action is but the result of 
the synchronous and synergetic contractions of two sets of muscles, 
which play the parts of antagonists to each other; for the intra- 
abdominal pressure is nothing other than the result of the simul- 
taneous contraction of all the muscles of the abdomino-pelvic walls. 


This uniformity, which isdetermined by nervous control, even persists - 


when the pelvic floor musculature has to permit the functioning of 
the structures which pass through it. On bearing down and during 
defecation the pelvic floor musculature descends and occupies a 
lower position than usual. It still, however, remains contracted and 
still supports the viscera. In this lowered position of the floor it is 
plain the contained viscera will come to occupy a lower place. 
During the excursion of this visceral descent the visceral pelvic 
connective-tissue comes into action and plays a part in preventing a 
slipping downward of the cervix. It has been supposed that this 
visceral connective-tissue plays a greater part than this, but reasons 
have already been advanced to show that this conception cannot be 
accepted.! 

* Amplified from a paper read before the Anatomical Section of the British 
Medical Association at Sheffield, July, 1908. 


1. See recent paper by the author, “The Supports-in-Chief of the Female Pelvic 
Viscera.” Proc, Royal Soc. Med., June, 1908, and Journ. Obstet. and Gynecol. 
Brit. Emp., June, 1908. 
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All the viscera in the female pelvis, the bladder, the uterus, the 
upper (2.e., intra-pelvic) part of the vagina, the ovaries and Fallopian 
tubes, as well as the rectum, are supported and maintained in their 
normal position by the same means, for they are all subject to the 
same physical laws; but it is simpler to concentrate our attention 
upon the position of the uterus and to consider how it is maintained 
in its position, always remembering that this is but an index of how 
the other viscera are supported. 


The forces, which either pull or thrust the uterus downwards, are 
(1) the action of gravity upon the uterus; (2) the weight of the super- 
imposed viscera; and (3) the intra-abdominal pressure. The weight 
of the normal uterus is about 1} ounces. What the pressure upon 
the superior surface of the anteverted uterus, as a result of the mere 
weight of the superimposed abdominal viscera, is, I do not know; but 
Prof. Keith states that in the erect posture there is a positive pressure 
of 20 to 28 mm. of Hg. in the rectum, whilst the measurement in the 
stomach shows a pressure of 6 to 12 mm. Hg., and, further, that this 
increase of pressure in the rectum over and above that in the stomach 
is due to the weight of the superimposed viscera.!_ Therefore the 
effect of gravity upon the uterus, 7.e., the weight of the uterus plus 
the weight of the superimposed viscera acting upon it, amounts on 
on the average to a pressure of about 13mm. Hg. This is such a 
smal] force that it may, for the present purpose, be neglected. 


The intra-abdominal pressure, on the other hand, may easily 
reach as much as 90 to 120mm. Hg.; and this is not a rare but a 
very usual and frequently recurring increase. Moreover, these rises 
are often produced with extreme suddenness, as on coughing and 
sneezing, which, of course, necessitates an equal rapidity in the 
production of an increased resistance below if the pelvic viscera are 
to be preserved in their positions and prevented from extrusion. It 
is evident that the alterations in the magnitude of this force, acting 
upwards from below, which, it must be allowed, are necessary to 
maintain equilibrium in all the multitudinous pressure relations of 
the abdomino-pelvic cavity, besides being considerable, must be 
capable of frequent recurrence and rapid induction. Are conditions 
such as these to be confidently attributed to connective-tissue? Is it 
possible to conceive that connective-tissue, such as the perivascular 
tissue, can fulfil such requirements, a tissue which is anything but 
elastic except to a very trifling and negligible extent, and which in 
all the movements of the body plays but a passive part? Is it 
supposed that when a woman bears down and the pelvic floor is seen 
to descend that a return to the normal level is the result of some 
strange and unknown activity in this connective-tissue? or how do 


1: Article on Enteroptosis, System of Medicine, by Allbutt and Rolleston, 1907, 
iii, p. 860. 
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the supporters of the hypothesis in its favour suggest the pelvic 
floor returns? And when the floor does not descend what is the 
mechanism which prevents this descent? Can the connective-tissue 
at one time allow descent and at another time prevent descent? Has 
if indeed the function, although it has not the structure, of contractile 
tissue? Does it react to the will? and is its activity dependent upon 
nervous supply ?—in connection with which note well the significance 
of spina bifida in association with congenital prolapse. But these 
criticisms remain unanswered, nor is this mighty stumbling block of 
‘congenital prolapse’ explained by the adherents of the connective- 
tissue hypothesis. There is no doubt that the exceedingly variable 
and often excessively raised pressures within the pelvis can only be 
met by means similar to those which produce these changes, and can 
only be obtained by the use of a highly elastic and contractile 
material; and consequently we find the same means (muscle) employed 
to close in the pelvis as exists above in the abdominal walls, which 
play the chief part in the production of these changes, 


But because these variations of pressure within the abdominal 
cavity have been overlooked, and because the levator ani muscle has 
been considered a degenerated muscle and the parametric tissue is 
known to be fairly strong and tough, it has been supposed that this 
visceral connective-tissue of the pelvis is the chief and only support 
of the uterus. Whilst it is true that the levator ani muscle has 
degenerated phylogenetically, in that man has lost the tail, it is no 
less true that evolutionary changes, just the reverse of degenerative 
ones, have also been steadily in progress and that ontogenetically the 
levator ani, in the healthy and sound condition, cannot be considered 
a degenerated muscle! As regards the visceral connective-tissue of 
the pelvis, it were indeed possible for this tissue to maintain the- 
uterus in its position if it had merely to bear the weight of the uterus 
and if the pressure from above were always a negligible one; but how 
can this connective-tissue meet variations of such magnitude as occur 
in the normal pressure relations within the pelvis? Although the 
visceral connective-tissue is strong and thick in places it is not 
sufficiently strong for this purpose. 


What, however, is the cause of these pressure variations within 
the abdomino-pelvic cavity? There is no actual cavity within the 
peritoneal sac, for the peritoneal coverings are everywhere in contact 
with each other. This contiguity of surfaces is the result, not of a 
negative pressure as obtains within the pleural sacs, but of a positive 
pressure, the consequence of the pressure exerted upon the contained 
viscera by the tonic contraction of the muscular walls. That is to 
say, the abdomen, of which the pelvis may be considered a recess, is 
packed full of viscera. If we pack a box full with articles, we know 


1. See Author’s paper, already referred to. 
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that the closer these are placed to each other the less likelihood is 
there of their breaking loose within the box during a supposed tran- 
sit, and the less likelihood of their being damaged. If all the articles 
are made of elastic tissue so that they can be squeezed more easily 
closely together, the certainty of their remaining well packed is 
assured—for if the lid yields the contents, in virtue of their elasticity, 
expand and still press against each other. If a small india-rubber 
bag, containing a small quantity of air, is placed among the other 
elastic articles and is connected with a manometer, then, when the 
lid of the box is thrust down upon its contents and thus is made to 
exert pressure upon them, the pressure within the box will rise as 
will be shown by the manometer. This pressure measurement is 
taken as the pressure within that part of the box where the bag has 
been placed. It is the result not only of the articles pressing against 
each other but also against the sides, the bottom and the lid of the 
box. Is it not correct to say that this pressure within the box 
maintains the several articles in their positions? not by itself, of 
course, for if we take the sides of the box away the pressure within 
disappears and the position of the previously contained articles 
becomes disturbed and remains unassured. It is the combination of 
the pressure within and the resistance of the enclosing walls, which 
resistance itself is the cause of the internal pressure, both acting 
concomitantly and in opposition to each other with a resulting 
equilibrium, which determines the security of the several positions 
of the contained articles. If the internal pressure disappears, e.g., 
by the removal of one side of the box, which will, of course, entail 
an alteration in the positions of the articles, equilibrium will again 
subsequently be established; but with this difference that the main- 
tenance of the altered position of any one article will not be secured, 
but its position will be subject to any extrinsic force which, by 
accident, may chance to fall upon it. 

If now in this box, one side instead of wood is made of rubber, it 
is clear the conditions within the box will be better adapted to allow 
of any increase or any diminution in volume of the compressed 
articles within the box occurring, and more suitable for pressure 
variations being exerted upon the contents from without. 


If, instead of a box, we have a cavity formed by a framework of 
bones, united to each other by joints, ligaments and muscles, and 
which itself is therefore capable of a considerable amount of variation 
in capacity, from changes in the relative positions of its several 
parts; and which is completed by a system of highly elastic sheets 
of muscle on all sides, it is clear that the cavity is highly adapted, in 
virtue of variations in the tension of the enclosing muscles, for 
changes in volume and therefore of pressure within. 

These variations of pressure, which have been actually shown to 
occur experimentally and have been measured by various observers, 
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are produced by variations in the position of the skeleton and in 
the tension or contraction of the muscular enclosing walls. If the 
capacity of the cavity is small, as for example, when the spine is 
flexed and the sternum has approached to the pubes, as occurs usually 
at stool, or as obtains in kyphosis, scoliosis, and in the lowered 
position of the diaphragm in chronic bronchitis and emphysema of 
the lungs; or if the contents of the cavity, that is the volume of the 
contained viscera with their contents and their mesenteries, is 
relatively large (distended abdomen); then since the musculature of 
the body is always in a state of tonus, it is clear the pressure within 
the abdomino-pelvic cavity will always be positive, that is greater 
than the atmospheric pressure. That this is so in ordinary health is 
shown by the figures quoted—a positive pressure of 20 to 28 mm. Hg. 
in the rectum, and 6 to 12mm. Hg. in the stomach in the erect 
posture at rest; when movements occur, especially violent ones, the 
pressure immediately rises and may easily reach 90 to 120 mm. Hg. 
With the individual lying down on the back at rest, the pressure 
immediately beneath the anterior abdominal wall will approach or 
even reach zero—depending on the tone of the musculature; if this 
tonus disappears (e.g., anesthesia), zero will in this place be reached. 
Even in this position it is impossible for a negative pressure to arise, 
for if this were to occur the lax anterior abdominal wall would sink 
in until the pressure within and without would equal the atmospheric 
pressure and a measurement would show a reading of zero. 

If the abdomen is carinated, 7.e., the abdominal contents are 
relatively small, if the spine is extended, the base of the thorax 
expanded and projected anteriorly so as to cause an increase in the 
capacity of the abdomino-pelvic cavity, and if at this time the recti 


abdominis muscles, which in a carinated abdomen pass in a curved - 


course first downwards and backwards to the lumbar spine and then 
downwards and forwards to the pubes, are strongly contracted, they 
will tend to occupy a more anterior position, in which they will pass 
from the thorax to the pubes in a straight, 7.e., shorter line, rather 
than in a curved and longer one- This will cause a forward move- 
ment of the linea alba and tend to reduce the pressure within this 
kind of abdomen; and Prof. Keith was actually able in this way to 
obtain a small negative pressure within the stomach cavity, 7.e., in 
the upper part of the abdomen.! But I do not know that a negative 


1. Prof. Keith writes (ibid): “There is always a positive pressure in the 
uncontracted stomach, which occupies the left dome of the diaphragm. Moritz and 
Schwerdt, Kelling, and the writer, independently of these observers, estimate that 
the intra-gastric pressure when the stomach is passive is 4 to 8mm. Hg. when 
standing upright during expiration, and rises to 12mm. Hg. during inspiration— 
that is to say, the diaphragm is always in a state of tone or contraction, exerting 
pressure on the liver, stomach and abdominal contents. Schreiber, on the other hand, 
found a negative intra-gastric pressure of ‘5 to l‘5mm, Hg. By taking a deep 
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pressure has ever been found, in the erect posture, to exist in the 
rectum, nor can we expect this to occur whilst the pressure in the 
uncontracted stomach is positive. And we must also remember that 
whilst the forward movement of the recti abdominis muscles is tend- 
ing to occur, the other muscles of the abdomino-pelvic cavity, the 
transversalis abdominis and the oblique muscles, are also contracting. 
These, encircling the abdomen, the former horizontally, the latter 
obliquely, exert pressure inwards upon the flanks and thus tend to 
maintain a positive pressure within and in this way support the 
kidney. From these considerations we must assume, until the 
contrary is proved, that in the erect posture the pressure within the 
pelvis is always positive; and we know that on active and much 
more on violent movement it is considerably so. In view of these 
theoretical deductions and the findings of Prof, Keith and other 
observers, it is impossible to understand how the atmospheric 
pressure, acting from below, can play a part in the maintenance of 
the pelvic visceral position, as has recently been again brought 
forward.! Further, we must also remember that this same atmos- 
pherie pressure exerts the same force upon that part of the lower 
abdominal wall which is in relation to the inlet of the pelvis; and 
that therefore these two, the one acting upwards from below upon the 
pelvic floor, and the other acting from in front upon the lower ab- 
dominal wall, would balance one another; so that if the viscera were 
pressed downwards by the powerful abdominal muscles plus the 
atmospheric pressure upon the belly wall and were only supported 
from below by the atmospheric pressure, it is certain a prolapse of 
the viscera would occur. Besides, the coils of small intestine in the 
pelvis and often the pelvic colon and the rectum contain gas, cer- 
tainly usually not lower, and often much higher than the external 
pressure. If in these cases the visceral support were dependent upon 
atmospheric pressure, a prolapse should occur each time an excessive 
pressure from any cause whatsoever appeared within. But we know 
that such a prolapse does not occur; nor can we suppose that the level 
of the uterus is to be estimated by barometric observations, nor 


thoracic breath, and holding the abdominal walls as rigid as possible, I found it 
possible to produce a negative intra-gastric pressure of ‘4mm. Hg. This is indicated 
also by the retraction of the epigastrium. The intra-gastric pressure in enteroptosis 
has not, as far as I know, been investigated, but there can be little doubt that in the 
standing posture a negative pressure will be found, at least in the early stages; for 
the epigastrium becomes drawn inwards in such cases to fill up the vacuum. It is 
just possible that Schreiber’s observation was made on an individual with a tendency 
to ptosis. In cases of enteroptosis Schwerdt found that the intra-abdominal pressure, 


1, That “whilst the vagina was a closed passage the pressure of the atmosphere 
on the pelvic floor was an important factor in maintaining proper support of the 
superimposed viscera. . . .” Prof. Thompson, Proc. Royal Soc. Med., Obstet. and 
Gyn. Sec., June, 1908, p. 220. 
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think that prolapse is the result of altered climatic conditions (e.g., 
balloon or mountain ascent), as must indeed be the case, if this factor 
is of the importance it has been stated to be. 


During active life, therefore, and certainly in the erect posture 
of the trunk, the intra-abdominal pressure is always thrusting the 
viscera downwards; and it must therefore be considered as playing a 
part, indeed a principal part, in the maintenance of the visceral 
position. If, as a result of the recumbent position, the pressure in 
some parts of the abdomino-pelvic cavity falls to zero, the visceral 
position can no longer be dependent upon the intra-abdominal 
pressure, for this has disappeared; but simultaneously with this 
disappearance the contractions of the enclosing muscles have also 
disappeared, and the viscera then lie passively resting upon each 
other and upon the posterior abdominal wall. 


Hill and Barnard have shown the importance of a positive pres- 
sure within the abdomen for the functioning of the vascular system,! 
and it may play a not unimportant réle in connexion with the 
absorbent processes of the stomach and intestine. The importance, 
and indeed the necessity, of a raised intra-abdominal pressure in 
coughing and in defecation, are at once obvious; and certainly by 
maintaining the viscera against each other with a certain pressure, 
which varies with the posture of the body and the part of the 
abdominal cavity examined, it will keep the organs in their respective 
places and prevent them from sagging downwards by reason of 
periodic increase and weight of their contents, e.g., the stomach 
after a large meal. 


Moreover, the capacity for undergoing changes in volume of the 
abdomino-pelvic cavity is of importance. The necessity for this is 
shown by the mere fact of variation in the volume of the abdominal 
contents resulting from ingestion of food, secretion of urine and its 


1. Thus these authors say (Hill and Barnard, on “The Influence of the Force of 
Gravity on the Circulation of the Blood,” Journ. Physio., Lon., 1897, xxi, p. 323) : 
“The capacious abdominal veins are supported by the abdominal wall, which forms 
a muscular sphere. The tone of the muscular wall depends on the respiratory 
centre. The parietal layer of the peritoneum is an extremely extensile and elastic 
membrane. 

The purpose of our experiments is to prove that : 

(1) By the support of the abdominal wall the distension of the veins under the 
hydrostatic stress of gravity is largely prevented. 

(2) By expiratory contractions of the abdominal muscles the hepatic and other 
veins within the abdomen can be compressed and the right heart filled with blood.” 
Gravity on the Circulation of the Blood,” Journ. Physiol., Lon., 1897, xxi, p. 328) : 
“The common practice of wearing abdominal belts for weakness, and the application 
of binders after parturition, find a physiological explanation in the results of this 
research. Roy and Adami have suggested that the almost universal practice of 
wearing waist-belts and stays is due to the fact that compression of the abdomen 
increases the output of the heart and the blood supply to the brain and muscles.” 
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retention in the urinary bladder; as well as the more slowly produced 
volume changes caused by variations in the deposit of fat, and in 
the growth and expansion of the pregnant uterus, etc. In connexion 
with this temporary or permanent increase of volume of contents, the 
pressure as a rule is not continuously increased, because the ab- 
dominal walls accommodate themselves to the increased contents and 
their tension or tonus is reduced.!. Thus the pressure within is main- 
tained on the average at a level, which is constant for the same 
posture and the same locality within the abdomen, and only varies 
within wide limits when some active or more or less violent movement 
has to take place. The necessity, then, for the maintenance of a 
more or less uniform positive intra-abdominal pressure and for an 
ever varying capacity, is ensured by the existence of highly elastic 
and rapidly reacting, striated, muscular, abdominal walls, which 
indeed play the largest share in the production of these pressure and 
volume variations. Nor, perchance, should we have to reckon with 
the pelvic floor musculature, which is only capable of small, though 
distinct, excursions in the cranio-caudal direction, and which move- 
ment, even when maximal, can have little effect by itself in altering 
either the pressure or the volume of the abdomino-pelvic cavity, but 
for the fact that it has to undergo frequent changes to permit of 
defecation and parturition. Had the evolutionary changes which 
resulted in the appearance of the hind fins and pelvic plates,? and 
which subsequently determined their union to the vertebral column 
by dorsal upgrowths, had this mechanism developed behind the 
cloaca instead of in front of it, then it is possible that in man the 
pelvic floor as a movable membrane would have ceased to exist, and 
would have played a part in the pressure and volume changes within 
the abdomino-pelvic cavity in the same way as other non-yielding, 
osseous structures do. But the pelvic girdle has evolved in front of 
the cloaca, and the region of the cloaca has thus been cut off from the 
abdominal wall, and has developed into a highly complex part; for 
it has not only to participate in the functions of the abdominal wall, 
but also has to permit the transit of the canals of the genito-urinary 
and alimentary apparatus, and to play an active and especial part in 
connexion with their functioning. Of these especial functions, 
defecation is perhaps the chief, certainly the most frequently recur- 
ring in both sexes; and it would be interesting to learn the fate of 
the pelvic floor musculature when it had been robbed of this function 
for many years in cases of occluded rectum in the male which had 
survived colotomy. The pelvic floor musculature also functions 
during the reproductive processes in both sexes; but in the female 
these are especially important, for it has to be capable of a twofold 

1. Halban and Tandler, Anatomie und Aetiologie der Genitalprolapse beim Weibe, 
1907, p. 208. 

2. Wiedersheim and Parker, Comparative Anatomy of Vertebrates, 1907. 
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action, first the transit of the child, and second the preservation of 
the pressure and volume variations of the abdomino-pelvic cavity. 

The necessity for these local functions has resulted in specialisa- 
tion of structure, nor would it be possible for them to occur were the 
pelvic floor a rigid and unyielding diaphragm. The necessity for its 
elasticity for local functions being thus determined, the necessity 
also arose for it to participate in the pressure relations within the 
abdomino-pelvic cavity. This evolutionary change has been associ- 
ated with the gradual assumption of the erect posture and the loss of 
the tail. Whilst, then, the elastic pelvic floor, because of the 
relative smallness of the pelvic cavity, and its limited excursion 
possibilities, is unable by itself to alter appreciably the pressure and 
volume conditions within the abdomino-pelvic cavity, on the other 
hand, acting with the abdominal wall muscles, it can and does, by 
offering a firm resistance to pressure from above, as a result of con- 
traction of its fibres, allow the large abdominal walls to function, at 
the same time as, by its own resistance, it prevents the descent of the 
viscera ; and the simultaneous contraction of these two sets of muscles, 
acting synchronously and synergetically, creates the increase of 
pressure within the abdomen which, known as the intra-abdominal 
pressure, must be recognized as playing an important part in the 
maintenance of the visceral position. 

Even in the absence of unanswerable criticisms, considerable 
difficulty has been experienced in accepting this conception as faith- 
fully portraying the state of things actually occurring in the pelvis; 
for it has been thought that the muscle could not for long contract 
and support the viscera, but that muscle fatigue would soon arise 
and result in a temporary paralysis, and that then the fascia of the 
pelvis would naturally come into play and support the viscera. Thus 


it has been considered that the fascia of the pelvis, which is thus ° 


conceived as sparing the muscle and preventing its fatigue, must 
usually support the viscera, and that it therefore is the essential 
element in the maintenance of the visceral position; and that the 
levator ani muscle is subsidiary in action and is only called upon to 
support and assist the fascia in extraordinary conditions, during 
which the strain is greater than normal. 

Strange as it may seem, however, the reverse of this is actually 
the case, and muscle fatigue, though contraction is continuous, does 
not, in health, occur. It is a remarkable and wonderful fact that all 
the muscles of the body are always contracted, and are never in a 
state of complete relaxation (paralysis). Examination of the tendons 
in the popliteal space, or at the wrist, when the leg or the arm 
respectively is laid passively at rest, will convince any one that this 
is so. This muscle tonus is a vital phenomenon, indeed something to 
wonder at. It is not perhaps more wonderful that during life we 
should have a continuously raised muscle tension, than we should 
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possess a continuously raised blood pressure; but whilst the existence 
of the latter is universally known, the former is, in fact, scarcely 
recognized. The tendons in the popliteal space and about the wrist 
joint, as all other tendons, including the parietal connective tissue 
attachments of the levator ani muscle, are actually dependent upon 
the continuous functioning of their respective muscles for their 
anatomical strength; and when fatigue occurs, if this is often 
repeated, not only the muscle but the whole fibro-muscular mechanism 
suffers and an atrophy of the whole ensues. Indeed, the connective 
tissue attachments of muscle are only capable of bearing a tension 
that the muscle is capable of producing; and when a greater tension 
than this arises stretching occurs, and this yielding continues until 
either the tension is sufficiently reduced or some other structure is 
come upon which shares the burden. As regards the visceral con- 
nective tissue of the pelvis, however, different conditions exist; for it 
does not form a means of attachment of the muscle to the bone. But 
virtually this connective tissue is as dependent upon the continuous 
functioning of the levator ani muscle as are the connective tissue 
attachments of the muscle itself. The truth of this is shown by the 
morbid anatomy of prolapse, for when the muscle gives way definite 
changes occur in this connective tissue in consequence of its having 
lost this muscular support. 

In old standing cases of prolapse, we find this connective tissue 
has become thickened and hypertrophied, and forms, with the in- 
verted vagina, a tough fibrous sac for the contained prolapsed uterus, 
bladder, rectum and intestines; and that its localized thickenings 
known as the parametrium, the cardinal ligaments, the utero-sacral 
ligaments, and the pubo-vesico-uterine ligaments, which all pass 
radially inwards towards the uterus from the pelvic walls, have 
undergone, not only a lengthening but also an hypertrophy, so that 
they are, as a matter of fact, much thicker and stronger than normal. 
This thickening of this subperitoneal tissue—for it is nothing less— 
is the result of the frequent impactions downwards into the pelvis of 
the impulses from above, the result of the variations of the intra- 
abdominal pressure, which, when the muscle has become deficient, 
the connective tissue has had to meet. The intermittency of the 
thrusting still further downwards of the already prolapsed uterus 
and other viscera has resulted in an activity occurring within the sub- 
peritoneal tissue and the formation of definite fibrous tissue, which, 
at length, with the re-establishment of equilibrium,! prevents the 
further descent of the prolapse and acts as a barrier, indeed an in- 
elastic one, to the impulses of the lessening intra-abdominal pressure. 


1. For a limit is eventually reached in the descent of the prolapse. This is due to 
the diminution of the down-thrust, the result of weakened abdominal muscles, and 
the increase of resistance from below, the result of the progressive thickening of the 
sac. 
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Anyone who has removed a uterus which has been prolapsed for a 
considerable time, will, I believe, testify to this increased thickening 
of the sub-peritoneal tissue; and this thickening is exactly com- 
parable to the similar thickening which occurs in the sac of any 
hernia of long standing, e.g., in scrotal hernia. But it has been 
stated that “ the one constant essential cause of prolapse is relaxation 
of the perivascular sheaths,”! and that these are due to congenital 
defects, parturition and senile atrophy.? If this is so, is it not 
remarkable that this connective tissue, which binds the uterus and 
other viscera to the pelvic walls, should, when prolapse occurs, 
commence to take on actual supporting functions as is shown by a 
hypertrophy? If prolapse is due to a lesion of this connective tissue, 
should we not expect, in well-marked cases of prolapse, to discover 
the lesion, which is presumably a degenerative one (but of its nature 
this authority has not, to my knowledge, yet spoken), instead of 
which we find remarkably well developed, very thick and very tough 
fibrous tissue. I have already shown reason why the natural normal 
thickenings found within the sub-peritoneal tissue covering the pelvic 
floor exist. I believe and have said they are supporting in nature, 
and that they come into play when the pelvic floor occupies a lowered 
position as it does during the bearing-down efforts at stool.’ They 
may also play a part in the anchoring of the cervix when the uterus 
is displaced by reason of local changes in the surrounding organs, as 
occurs on distension of the bladder and of the rectum. During 
defecation the uterus with the other viscera is thrust downwards 
upon the lowered pelvic floor, and this downward thrust causes lines 
of tension to arise within the sub-peritoneal tissue; and thus these 
thickenings have become developed as a result of the alternating 
conditions of relaxation and moderate tension within this tissue. 
When the muscle habitually occupies a lowered position, this sub- 
peritoneal tissue is called upon to perform yet increased work, and in 
consequence a further development of its tissues ensues. 


These theoretical considerations then, which show that the pelvic 
floor must be capable (1) of accommodating itself to the pressure 
relations within the abdomino-pelvic cavity, and (2) of meeting local 
requirements, are substantiated by anatomical, clinical, and patho- 
logical facts: in that (1) the pelvic outlet is shut off from the outside 
by a muscular sheet, (2) this muscular sheet is easily palpable in the 
living, and (3) that when this sheet has been sufficiently injured, and 


1. Compare the action of the so-called “Suspensory Muscle of the Duodenum,” 
Gyn. Sec., January, p. 58. 


2. See paper by Author, already referred to, Proc. Royal Soc. Med., June 1908. 
1908. 


3. Ibid, June, 1908, p. 218. 


4. Fothergill, “Supports of Pelvic Viscera,” Proc. Royal Soc. Med., Obst. and 
q.v. Lancet, June 20, 1908, p. 1760. 
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the intra-abdominal pressure periodically becomes sufficiently high, 
prolapse occurs. 

In spite, however, of these discoveries, and simple, straight- 
forward and obvious as this conception is, the adherents of the 
visceral connective tissue hypothesis still call it in question, and 
criticisms have been made in respect of both the factors concerned. 


1. As regards the Pelvic Floor Musculature. 


Thus, Dr. Fothergill, in the endeavour to show the valuelessness 
of the levator ani muscle, asks whether anyone could suppose that 
the pelvic viscera, severed from all their connexions with the pelvic 
walls, would remain for any length of time in their usual positions 
within the pelvis. “A few movements of the bowels,” he continues, 
“and they would certainly be expelled.” (Discussion, Proc, R.S.M. 
loc. cit., p. 219.) 

We have, however, only to reflect that pessaries, which have no 
connexion with the pelvic walls, and which lie free and even loose 
within the vagina, may be worn for years without involuntary 
removal, for the fallacy of this suggestion to become obvious. The 
pessary does not depend upon any ligamentous means of suspension, 
but it plays the part of a scaffolding, which, in the erect posture of 
the body, bridges over the gap intervening between the two median 
borders of the levator ani muscle (the pubo-rectalis). When the 
genital fissure has become so permanently enlarged that it is not 
obliterated or sufficiently diminished on contraction of the muscle 
which forms its boundary, then a descent of whatever lies above the 
deficiency in the pelvic floor will occur. This consists of the anterior 
vaginal wall with the superimposed bladder. The increased pressure 
within the abdomen, consequent upon strain or bearing down 
(increased intra-abdominal pressure) forces the abdominal viscera 
downwards; these press upon the bladder, and the part least sup- 
ported yields. Thus a bulging of the base of the bladder occurs, and 
this pushes the anterior vaginal wall before it. This is the etiology 
of cystocele. If a ring pessary is inserted into the vagina and it 
is sufficiently large to overlap the median borders of the muscle 
bounding the deficiency in the pelvic floor, when the intra-abdominal 
pressure is increased, e.g., by coughing, the levator ani muscle con- 
tracts, supports the pessary laterally on each side, whilst upon the 
superior surface of this, especially upon the anterior bar of the ring, 
the cystocele is projected but is prevented from descent by its contact 
and resistance. This is how a pessary acts. 

Moreover, examinations often disclose the presence of a very 
freely movable uterus, a uterus which, on bimanual examination, 
can be moved to a considerable extent in all directions, and this in 
the absence of prolapse or even of symptoms of this complaint (back- 
ache, dragging pains, etc.) In such cases, the mobility of the uterus 
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can only co-exist with relaxed or elongated ligaments, so that it is 
certain that fixation to the pelvic wall is not essential for the reten- 
tion of bodies, natural or artificial, within the pelvis. 

In further support of his contention, this author has even stated 
that “the levator ani and the external layer did not prevent the 
expulsion of the products of conception, nor of faecal masses ” (ibid). 

As regards this statement, I would like to ask obstetricians, 
whether they agree to the first statement, and gynecologists, whether 
they accept the second. Is it not a fact that the levator ani muscle 
frequently causes delay and sometimes prolonged delay in the second 
stage of labour? that indeed the obstruction it causes to the passage 
of the child’s head gives perhaps the most frequent indication for the 
use of forceps? When the child’s head is low in the pelvis, and does 
not advance even in the presence of good pains and the absence of 
bony obstruction, as is shown by the recession between the pains, 
what causes the delay? The delay is caused by the obstruction that 
is presented by the contracting levator ani muscle (pubo-rectalis 
portion). 

Thus Piquand and Hue write: (Revue de Gynécologie et de 
Chirurgie Abdominale, January-February, 1908, p. 10) “The manner 
in which the levator dilates depends principally on the development 
of the muscle and on the time when flexion of the head occurs. When 
the levator is poorly developed it easily dilates- On the other hand, 
when it is very powerful, it opposes an important obstacle to the 
passage of the head and may be a cause of dystocia.” 

They state that Smellie, in 1771, noted a number of such cases, 
which lingered from rigidity of the vagina and maternal soft parts, 
and that these cases occurred in women of a robust and substantial 
temperament, and that Smellie treated them by bleeding. 

These authors continue: “In 1807 Gardien remarks that 
vigorous women are generally delivered more slowly and with more 
difficulty than others, because the parts offer more resistance and 
are less easily dilated. After him, Cazeaux insists on this fact and 
states that in strong and well-developed primipare it is frequent to 
see labour, up till now quite regular, abruptly arrested when the 
head meets the pelvic floor, and that it may remain there several 
hours without advancing a millimetre, in spite of the violence of the 
uterine contractions. He thinks that the obstacle is obviously due to 
the contraction of the muscles of the perineum, and admits that this 
muscular resistance is the cause which necessitates most often the 
employment of forceps. This resistance of the perineum in certain 
women is due almost exclusively to the contraction of the levator 
muscle and only occurs in women who possess it well developed, as 
Revillout, Budin and quite recently Davet have shown.” 

Whitridge Williams says (Obstetrics, 2nd edition, 1908, p. 668) : 


“ Exceptionally tetanic contractions of the levator ani muscle may 
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seriously interfere with the descent of the head. In this condition, 
which is analogous to the vaginismus of non-pregnant women, a thick 
ring-like structure completely encircles and markedly constricts the 
vagina several centimetres above the vulva. Hue, in 1906, collected 
a number of such cases. 


“Ordinarily the condition yields to the administrations of seda- 
tives or anesthetics, though in one of my patients the obstruction 
persisted in spite of profound anesthesia, and it was only after 
steady pressure had been exerted upon it for some minutes that it 
relaxed sufficiently to permit the passage of the hand folded in the 
shape of a cone.” 


Eden says (Obstetrics, 1906, p. 296): “In elderly primipare (over 
thirty) the perineal body and other tissues composing the pelvic 
floor appear to be deficient in elasticity, and consequently dilatation 
of the vulva at the end of the second stage does not proceed normally. 
The head may therefore be delayed for a long time upon the pelvic 
floor, slightly distending the vulva with each pain, but unable to 
escape; unless the uterine contractions are unusually powerful, 
forceps will be required to extract it.” 


Thus, too, in Jewett’s Practice of Obstetrics by American Authors 
(1899), under the head “‘ Dystocia,” we find: “The vagina and vulva 
may be narrow and tough in elderly primipare, in very muscular 
women, and in conditions of cicatricial contraction after previous 
injury.” 

It is therefore evident that the muscular floor of the pelvis does 
sometimes prevent or delay the expulsion of the foetal head, and in 
my experience this occurs not infrequently. Further, and this is 
more important to recognize, in this obstruction we have the most 
frequently occurring and most potent factor concerned in the 
etiology of prolapse; for this obstruction can only be overcome either 
by a dilatation or a tearing of the muscle (post rectal fibres of the 
pubo-rectalis). It is in this laceration that prolapse finds its possi- 
bility in the vast majority of cases. 


As regards the retention of fecal masses, it is significant to notice 
that constipation is much more frequent in the female sex, in whom 
the pubo-rectalis muscle is better developed than in the male. In 
both sexes it is well known that feecal masses can be easily retained 
within the bowel, even in the presence of the desire to defecate, by a 
voluntary control. This consists in the active contraction of the 
levator ani muscle, and more especially of the pubo-rectalis, which 
encircling the rectum posteriorly in the bend of its perineal flexure, 
draws this part of the gut forwards to the symphysis, thus increasing 
the curvature and tending to obliterate the lumen; indeed Holl for 
this reason called the muscle the sphincter of the rectum. This sup- 
position is enforced by the knowledge that when the desire to 
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defeecate is exceedingly strong, delay can only be obtained by calling 
forth contractions not only of the levator ani, but also by extra- 
ordinary movements of certain of the muscles of the lower extremities, 
amongst which the obturator internus probably plays a considerable 
part, since it forms a large bulk of tissue upon the lateral pelvic 
wall which will bulge considerably inwards on contraction and so 
offer a mechanical obstruction. 


Thus the Prof. Schifer writer (Physiology, vol. ii, p. 335, 1900) : 
“When the feces have reached the rectum, the passing is still kept 
in check by the tonic contraction of the two sphincters of the anus, 
the internal sphincter composed of involuntary and the external 
sphincter of voluntary muscle. When the contents of the rectum are 
fluid, or when they are forced against the sphincters by strong 
peristaltic contractions of the lower bowel, the action of the sphincters 
may be voluntarily reinforced by active contractions of the levator 
ani muscles, which raise and compress the lower segment of the 
rectum or anal canal.” 


Landois says (Physiol., 1904, p. 284): “When the desire for 
stool is marked the closure of the anus can be made more secure by 
pressure from without through forcible rotation of the thighs out- 
wards and the action of the gluteal muscles.” 


Starling says (Physiol., 1907, p. 375): The feces “are also kept 
back by the acute angle that the last part of the rectum makes with 
the preceding part, and by the contraction of the perineal muscles 
which maintain this curvature and empty the lower part of the 
bowel.” 


It is therefore evident that defecation can be delayed by the 
active voluntary contraction of the levator ani muscle. 


2. As regards the Intra-abdominal Pressure. 


The same authority ! has said that: “To mention intra-abdominal 
pressure as a cause of prolapse was like mentioning gravitation as a 
cause of falling through a broken plank—true, in a sense, but un- 
interesting.” But the condition of prolapse of the uterus is not like 
that of a body falling through a broken plank, nor like that of a 
body falling through a hole in the floor; but it is entirely due to an 
increased pressure within the abdominal cavity, and does not occur 
when the intra-abdominal pressure is low, even when the deficiency 
in the pelvic floor is present, e.g., during rest in the recumbent 
position. If the question of gravity had alone to be considered it 
were possible for connective tissue of the slenderest kind to support 
the uterus, a weight of 14 ounces only; but it is because the pressure 


1. Dr. Fothergill, ibid, p. 219. 
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downwards is so frequently excessively raised that the connective 
tissue attachments elongate when the muscle beneath is unable, 
because impaired, to oppose and to resist the pressure from above. 

Since, when the pelvic floor is defective, prolapse only results 
when the intra-abdominal pressure is sufficiently raised, it is obvious 
that the increase of this pressure is of determining importance in the 
occurrence of prolapse. This is the reason that, whilst the poor are 
so prone to this dystrophy the rich so frequently escape; in both the 
injury to the pelvic floor is the same, but the poor cannot obtain 
sufficient rest and cannot avoid often long continued and excessive 
strains (t.e., increased intra-abdominal pressure), whilst the rich can 
enjoy a surfeit of recumbency and are able to avoid the injurious 
downthrust of the viscera upon the weakened and impaired pelvic 
floor. In view of this all important determining influence, exerted 
by the intra-abdominal pressure, it is strange to find an author 
regarding it as ‘true in a sense but uninteresting’. . . . So far from 
being uninteresting, it is of predominating importance and interest, 
for without a due recognition of the presence, causation and magni- © 
tude of this intra-abdominal pressure, it is certain the processes 
which determine the statics of the viscera cannot be understood. 

The lowering of this intra-abdominal pressure, and the relief 
which this brings to the overwrought and impaired pelvic floor, is 
one of the most potent factors in the prevention and treatment of 
prolapse. There is no doubt it plays a vast, yet unobtrusive, and 
even yet unrecognized influence in the results achieved in the opera- 
tive treatment of prolapse. It plays its silent yet all important part 
in the good results attained in all and each of the various operative 
procedures, but the success of each individual method is ascribed to 
the details of that particular method alone, and in this way each 
ligament in turn has been regarded as the chief support of the 
uterus because prolapse has been benefited or cured by operating 
upon the ligament in question, no tribute to natural reparative 
processes being allowed. Who can doubt the enormous benefit 
derived by a fortnight’s or a three weeks’ rest in bed? during which 
period of recumbency and absence of mental and physical strain, the 
intra-abdominal pressure is reduced to a minimum, and the over- 
stretched and injured pelvic floor has a chance to return to its normal 
tone and its usual position. The benefit of such treatment with 
quietness, sufficient sleep and appropriate dieting, especially if com- 
bined with massage, is incalculable. 

I cannot enter further here into this question, interesting as it is. 
The importance of the intra-abdominal pressure as a factor in deter- 
mining and in maintaining the position of the uterus and other 
pelvic viscera must, I think, be obvious to everyone. On the other 
hand, the pelvic floor musculature is of equal importance, for whilst 
the former determines prolapse, deficiency of the latter predisposes to 
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it; nor does this dystrophy occur except in uncommon and unusual 
cases when this musculature has not been injured. 

The more one enters into this question the more convinced one 
becomes of the validity of this conception. From whatever aspect 
we view it, the same great principles stand out in marked and con- 
spicuous relief. The study of the normal, whether of structure or 
of function; the study of disease, whether of its causation or effect; 
the study of treatment, whether in the direction of prevention or of 
cure, all point to it. These mute signposts, dumb as they are, are 
eloquent enough will we but look at them; we can no longer neglect 
them, nor remain insensible to their teaching. 
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A Series of Ovarian Neoplasms Mainly Malignant. 


BY 


F. G. Busuyett, M.D., D.P.H., Pathologist, Stephen Ralli Memorial, 
Sussex County Hospital, Brighton; Vice-President, Devon and 
Cornwall Sanatorium for Consumptives; formerly Honorary 
Pathologist, South Devon and East Cornwall Hospital, Plymouth, 


AND 


M. P. Kerrawatia, M.D., F.R.C.S.E., formerly Resident Medical 


Officer, Hospital for Women, Brighton; late Clinical Assistant, 
Samaritan Free Hospital, London. 


Tue following 16 cases, all of which have been examined micros- 
copically, are examples of solid, or solid and cystic, ovarian new 
growths. The majority are malignant (carcinomatous) and in some 
cases the carcinomatous change took place in ovaries already the seat 
of a pathological state. In three cases (H, M and P), the results of 
autopsy and careful microscopical examination lead to the conclusion 
that the malignant disease arose primarily in the ovary. This re- 
lative frequency of origin appears to be unusual and would compare 
with certain recent observations on this condition, with which the 
writings of Bland-Sutton, Whitridge- Williams, Spencer, Williamson, 
McIlroy, Lockyer, Stevens and others deal. 

It is possible that a larger proportion of these cases are of primary 
ovarian nature, but it cannot be said so definitely. In cases B and F 
the oviduct was carcinomatous, but there was no evidence forth- 
coming of this being the primary seat of disease. Cases a and e are 
of much interest and importance. In Mr. Sanderson’s opinion the 
disease in the ovary was primary in both, and that in the uterus 
originated later on. It is possible that the ovarian disease was 
secondary, however, to latent uterine disease. This phenomenon is 
also seen in ovarian disease secondary to small primary foci in the 
alimentary tube, especially the colon, pylorus and gall bladder, and 
in the breast and Fallopian tube, &., where the ovarian manifestation 
may clinically mask the original growth. It is a pathological point 
of considerable interest that the ovaries afford favourable sites for 
luxuriant secondary growths, whereas they do so to a comparatively 
less extent for primarily malignant neoplasms. On the other hand 
many cases have been recorded (one under the care of Mr. W. A. 
Bowring) where the papillomatous peritoneal deposits of primary 
ovarian carcinomata have definitely disappeared after removal of the 
ovarian growth and even without such procedure. 
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Case A. Carcinoma of Ovaries. Miss A., under the care of Mr. 
Sanderson at the Hospital for Women, Brighton, was curetted in May 
1907 for uterine hemorrhage. The curetted material was noted to be 
masses of fibroid structure. The left ovary was noted as enlarged. 
The bleeding returned 3 months later with severe loss when a softish 
mass, rising up to the umbilicus, was felt per abdomen. The abdomen 
was opened on September 20th, 1907. There was a fair amount of 
chocolate-coloured fluid free in the abdomen. A large multiloculated, 
adherent, broad-ligament cyst was removed, together with a cystic 
ovary on the left side. The right ovary, which was enlarged and 
hard with hemorrhagic areas, was also removed. 

Pathological Notes. There is a blood cyst with “brainy” 
material in the multilocular cyst of the right side. The soft material 
consists of columnar celled carcinoma. The growth suggests a tubular 
origin and has a well-formed stroma. The cyst walls are of cellular 
and fibrous tissue and the smooth inner surfaces are lined by flat 
cells. As a rule the cysts do not communicate and contain blood- 
stained brainlike material, and one contains intra-cystic papillary 
growths. The outer surface is nodular, rough, with adherent shreds. 
It measured 8x12cm. There is much necrosis. The left ovary is 
cystic and the spaces are lined with rounded cells in several layers or 
by flat cells. They contain granular material. The stroma contains 
many spindle and rod-like cells and is edematous. One area is 
carcinomatous. There is a fibromyoma of uterus. 

In April 1908, the uterus was removed. The cervix was the seat 
of a papillary form of carcinoma spreading upwards and outwards as 
a warty growth of the endometrium. 

The patient was well six months after operation. 


Case B. Carcinoma of Ovaries. R.C., aged 58, was admitted in 
October 1907, under care of Mr. T. H- Ionides, at the Hospital for 
Women, Brighton. The patient had had 9 children and no mis- 
carriages. The first symptom was a feeling of fulness in the abdomen 
3 months before operation ; 5 weeks before admission she had a fairly 
severe attack of pain in the abdomen, chiefly on the left side and 
attacks of vomiting and constipation; she had not noticed any loss of 
flesh until 3 weeks before operation. The abdomen was growing 
bigger; the urine was normal and no blood was passed by the bowel. 

Abdomen. Loculated fluid was found in the right half of the ab- 
domen from the pelvis to the ribs. No solid mass was felt. 

Per Vaginam and per Rectum. A hard round mass of the size of 
a Tangerine orange was noted in Douglas’s pouch. The rectum was 
surrounded by an irregular hard mass. 

Operation. Several pints of clear fluid were free in abdomen. 
Both the ovaries were cystic and of the size of a Tangerine orange— 
they were removed. The pedicles, tubes, pelvic peritoneum, rectum 
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and the sigmoid flexure of colon were covered with hard, scattered, 
papillomatous growths. 

The growth increased rapidly and the patient died in November 
1907. 

Pathological Notes. 

(1) The smaller cystic and papillomatous growth is carcino- 
matous. The cells are rounded and there is little stroma. 

(2) The cystic ovary is carcinomatous and has intra-cystic 
growths. The cells are undergoing mucoid change and line the 
intra-cystic projections in 6 to 10 layers. 

(3) The oviduct is invaded and compressed by carcinoma. 


Case C. Carcinoma of Ovary. E.W., aged 46, married, under the 
care of Mr. T. J. Verrall at the Sussex County Hospital. The patient 
was admitted 5th May, 1908, with a swelling in her abdomen of 3 
months’ and some hemorrhage of 7 weeks’ duration. Periods 
regular until 1907. No free fluid was detected per abdomen but an 
irregular, pear-shaped, solid pelvic tumour was noted on the left 
side. It was continuous with the uterus. On opening the abdomen 
about 10 oz. of clear straw-coloured fluid escaped. There was a large 
tumour arising from the left ovary adherent to coils of small intes- 
tine. The adhesions were soft and friable. There was a malignant- 
looking mass in small intestine in the form of a constriction involv- 
ing the mesentery. 

Pathological Notes. A large, rounded, soft, nodular and 
elongated tumour with smooth white capsule, over which veins 
course. Qn section it has a yellowish, cheesy appearance, and is 
divided up by fibrous bands, and is largely solid, except for a cystic 
portion which contains greenish, yellow, laminated or curdy 
material, and one cyst with warty walls. This cystic part is con- 
stricted by the Fallopian tube which separates it from the solid 
portion. Length 16 cm.x10 cm.x7 em. Weight 650 grammes with 
fluid. There is a soft friable red area of adhesion. Microscopical 
examination showed a carcinoma of papillary character with a 
slight tendency to tubular formation. The cells are subcolumnar 
and polyhedral. There is much necrosis. The Fallopian tube is not 
infected. 

The patient is at present under observation. 


Case D. Endothelioma of Ovary. L.G., single, aged 33, was 
admitted in May, 1906, under the care of Mr. Ionides at the Hospital 
for Women, Brighton. The periods began at 16 years of age. From 
June 1905 to May 1906, the patient had only had one period. She then 
had a profuse flow, and menstruation had been irregular since. There 
was a tumour about the size of a cocoanut, rising from the pelvis, and a 
hard mass in Douglas’s pouch. It was adherent to omentum. Five 
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months after operation the patient was feeling well and was free 
from any pelvic trouble on examination. 

Pathological Notes. This is a malignant tumour of the ovary. 
It consists of small epithelial-like cells, mainly arranged in narrow 
tubules, and these are hemorrhagic and necrotic and of brainy 
consistency in places. The stroma is cellular. 


Case E. Carcinoma of Ovary. Mrs. A., married, aged 47, was 
admitted on September 6, 1907, under the care of Mr. Sanderson at 
the Hospital for Women, Brighton. The patient had been feeling 
weaker for eight months; there was no pain and no loss of appetite. 
There was a sensation of weight and bearing down in the pelvis. 
She had increasing difficulty in emptying the bladder and rectum 
and had an attack of retention of urine on September 3, 1907, which 
was relieved by catheter and the tumour was discovered. The 
patient had no idea of its presence before catheterization. 

Operation. A large solid tumour of the ovary, irregular and 
globular with hemorrhagic and necrotic areas, was discovered and 
removed: There was free fluid in the peritoneum but no adhesions. 
The patient did well after operation. During operation nothing 
abnormal was noted in any other organs. 

Pathological Notes. This is a malignant tumour of carcinomatous 
structure. It is characterized by the large amount of fibrous stroma 
which is inflamed and necrotic in places. No Graafian follicles are 
seen. It is solid with a yellowish-red capsule and a smooth but irregular 
surface. There are coarse strands of fibrous tissue with hemorrhagic 
and caseous areas on section. There are also cystic areas. It 
measures 5 cm. x 2°5cm.x3cm. and retains the shape of the ovary. 
Its cells have large pale-staining nuclei and single nucleoli and are 
dropsical. The cysts, in which hemorrhage has occurred, are lined 
with similar cells, one or more layers in depth. The cells are arranged 
in ‘ ring-like’ forms or in columns adherent to delicate fibrous walls. 
The stroma is cellular and hemorrhagic and contains fragmented 
and plasma cells. There is a zone of leucocytes before the advancing 
carcinoma. Beneath the surface the stroma is hyaline with minute 
spaces in it. 

The uterus was removed in April, 1908, for ‘adeno-carcinoma’ of 
the fundus uteri of papillary character superficially, but also invad- 
ing the muscle. The growth was about the size of a florin. 


Case F. Carcinoma of both Ovaries. The patient, married, aged 
47, was admitted in September, 1907, under the care of Mr. 
Sanderson at the Hospital for Women. 

The patient’s mother died of cancer of both breasts, also her 
mother’s two sisters. 

Eighteen months ago the patient began to have great pain on 
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walking and on exertion, the pain shooting down the legs. There 
was yellowish offensive vaginal discharge for some months, and 
dragging pain during micturition. 

Operation. A slight amount of free fluid was found in the 
peritoneum. A large ovarian cyst was tapped letting out 40 oz. of 
blood-stained fluid. The cyst wall was adherent to the posterior 
surface of the uterus and to the broad ligament. The cyst was 
removed, 

There was recurrence in five weeks. 

Patohlogical Notes. The cyst consists of a papillomatous portion 
and a softer portion of the consistence of brain matter. The former 
part has a dense fibrous stroma which is everywhere invaded by 
columns of irregularly-shaped carcinoma cells. The soft part is of 
similar structure except that the fibrous tissue is young. The 
epithelium is multinucleated and atypical. The oviduct shows 
carcinoma within its lumen. 


Case G. Sarcoma of Ovary and Carcinoma of Pylorus. H.C., 
aged 35, was admitted, under Mr. T. J. Verral!, Sussex County 
Hospital, December 5, 1904. 

The clinical notes were mislaid. 

Pathological Notes. This is a solid and cystic ovarian tumour. 
On section it looks homogeneous and pink in colour and cuts firmly- 
The largest cyst is lined with a smooth wall and beneath this the 
tissue resembles that of the ovary. It is mottled and of a dull white 
and deep red colour. The surface is rough and the peritoneal coat 
brightly or deeply coloured, opaque, with patches of adherent lymph. 
This contains streptococci and coli-like bacilli. The section is that of 
a round-cell sarcoma with interstitial and subperitoneal hemorrhages. 
The tumour has evidently become twisted during life, and strangu- 
lated. The pylorus shows a glandular carcinoma which has affected 


the lymph glands of lesser curvature and has undergone colloid 
changes. 


Case H. Carcinoma of Ovaries, Uterine Fibromyomata. C.J., 
aged 60, unmarried, was admitted under the care of Dr. Ryding 
Marsh at Hove Dispensary in October, 1906. 

Twenty years ago Sir Spencer Wells and Dr. Champneys diagnosed 
fibroids. Three years ago the diagnosis was confirmed. A year ago 
she had hemiplegia. Before operation pain and increase in the size 
of abdomen were noticed. 

Operation, October, 1906. A tumour of the uterus was found 
reaching to the umbilicus, very hard. This was removed. It had a 
thick vascular attachment to the rectum and there were two or three 
pints of free fluid in the abdomen. There was a small warty growth 
on the peritoneal surface of the bladder. 
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*Pathological Notes. The uterus contains growths of stoney 
hardness which are subperitoneal fibromyomata. There is no 
sarcomatous change. The ovaries are the seat of the papillomatous 
variety of carcinoma. The stroma in places is penetrated by 
epithelium which has an alveolar arrangement and is mucoid. Dr. 
Williamson regarded it as ovarian carcinoma, the stroma being 
widely invaded by atypical epithelial cells arranged in the form of 
irregular tubules and masses. The remains of old corpora lutea were 
seen. 


CasEI. Fibromyoma of Ovary. A. de F., aged 40, was admitted 
under the care of Mr. Ionides, Sussex County Hospital, on May 12, 
1905. Menstruation was regular, but there had been no period for 
seven weeks previous to admission. In August 1904, patient noticed 
an enlarged vein over the pubes and a tumour. For the last three 
months she has had great frequency of micturition. The bowels are 
loose but are occasionally costive. 


Operation, 16th May, 1905. The tumour was found to be a solid 
ovarian of the right side. The uterus had a small subperitoneal 
fibroid on it. On naked eye examination the tumour seemed to be 
fibromyomatous in nature. 


Pathological Notes. This is a fibromyoma undergoing sarcoma- 
tous changes. It is a firm, encapsulated, rounded tumour weighing 
13 Ibs. and measuring 13°5 x 125 x 9°5 cm., with a maximum girth of 
33cm. It is lobulated and reticulated, and no sign of ovarian tissue 

is seen. 


Some time after operation the patient was doing well. 


Case J. Fibromyomata of Ovaries. L.G., aged 39, was admitted in 
February, 1906, under the care of Mr. Jowers, Sussex County 
Hospital. She was admitted for pain during defecation. There 
was no passage of blood, and no abnormality of rectum was found. 


Operation, February 4, 1906. An ovarian cyst about the size 
of a Tangerine orange was removed from the right side with the 
ovary. A smaller cyst was also removed from the left side with the 
left ovary, which was enlarged and hard. 


Pathological Notes. The portions of growth removed are loose 
meshed fibromata. The smaller and denser one contains a cavity in 
which are columns of fibroid tissue covered with low epithelium. 
The larger portion is covered with several layers of cubical 
epithelium. The cells of the connective-tissue are small. 


The patient left the hospital in good health. 


* Patient stated by Mr. F. Robson to have died on April 15, 1907, from cancer of 
peritoneum and pericardium, with ascites. 
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Case K. Fibromyoma of Ovary. C.M., aged 54, was admitted 
in January, 1907, under the care of Mr. Paley, at the Sussex County 
Hospital. 

There had been no catamenia for two years. The patient was 
regular before that date. There were nodular, freely movable masses 
felt in the abdomen. 

Operation, February 19, 1907. A hard nodular tumour of the 
right ovary was found, bound down to the floor of the pelvis by dense 
adhesions. The posterior surface of the uterus was studded with 
small, white, shotty points. The tumour was about the size of a 
man’s fist with a nodular irregular surface. It was not very vascular, 
but contained a few blood-vessels with well-formed walls. 

Pathological Notes. This is a fibromyoma of the ovary. There 
is no sarcomatous tissue present. The cells are long and have tapering 
nuclei; they vary in diameter. The bundles interlace, and in section 
the nuclei are seen to be irregular. The surface is covered with 
columnar epithelium and is nodular, 

The patient made a good recovery. 


Case L. Fibromyoma of Ovary. F.G-, aged 27, was admitted 
under the care of Mr. Furner, Sussex County Hospital, in January, 
1905. The patient had had one child, four months previous to 
admission. The catamenia started five months after delivery. She 
was regular afterwards, but with a profuse discharge. Per abdomen 
a large tumour was felt extending from the pelvis to the ensiform 
cartilage. The tumour is round, hard and sulcated. 

The patient left well. 

Operation, January 1, 1905. <A solid tumour of the right ovary 
weighing 7} lbs., was removed. 

Pathological Notes. This is a fibromyoma of ovary with 
cedematous and myxomatous changes. Some involuntary muscle is 
present. The ampulla and one inch of the oviduct and part of the 
broad ligament is attached. The growth is spheroidal in shape with 
some warty growths on the surface. It is 22} inches in circum- 
ference, 94 long, 7} broad. There are stellate cells with intercellular 
substance; in places are bands of connective-tissue, in others muscle 
cells are present. 


Case M. Carcinoma of Ovaries. A.S., aged 49, was admitted 
under the care of Mr. Jowers, to the Sussex County Hospital in 
September, 1907. 

The menopause had occurred ten years previously, but she had 
been regular before that date. She had a fortnight before admission, 
had an attack of stabbing pain in the abdomen, which had become 
worse since. Eight weeks ago she had noticed swelling of the 
abdomen which had increased rapidly in size for the last two weeks. 
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For the last four weeks patient had difficulty in micturition and 
water dribbled away. There was failure of appetite and loss of 
weight for the last two months. 

Abdomen. There were enlarged veins, and a large amount of 
free fluid was found. A nodular growth was felt on deep pressure 
above and to the sides of the symphysis pubis. 

Operation, October 1, 1907. Both ovaries were found to be the 
seat of papillomatous malignant disease, and adherent to the uterus 
and to the wall of the pelvis. Both ovaries were removed with as 
much malignant mass as possible. 

Operation, October 21, 1907. This was for intestinal obstruction. 

The patient died 27th October, 1907. 

Pathological Notes. Three portions of solid and cystic malignant 
papillary (ovarian) cystoma, to one of which the oviduct is attached. 
Lymph is adherent to the surface. The papilla vary in size from 
low warts to fringe-like growths. The cysts contain pinkish-white 
or yellowish, soft material. Seven areas examined are carcinomatous; 
the cells are cubical and the stroma well developed. The cell 
arrangement somewhat resembles follicles and tubules in 
structure. Solid areas of flat cells are seen, and ‘ring-like’ 
collections of cells surrounding vacuolated nucleated masses of 
protoplasm. Some areas are edematous, but no goblet cells are seen. 
Colloid changes are present, and much chromatin collected in masses. 

Case N. Large Adenofibroma of the Ovary (?) with intra-cystic 
papillary growths. Mrs. K., aged 50, private patient, was under the 
care of Mr. Ionides. There was a long history of pelvic trouble. 
Since removal of the growth in 1906 there has been pain but no 
recurrence detected. 

Pathological Notes. This is a solid and cystic growth of the - 
ovary (?); the uterus contains “fibroids” and “polypi” of the 
mucous membrane. The solid part of the tumour is 14 cm. long 
with a maximum girth of 315cm. There is attached to it a con- 
geries of cysts with smooth yellow walls and containing a glairy 
fluid. They vary in size. The solid portion has small cysts in 
places. It consists of large numbers of epithelial lined tubules in a 
fibromatous stroma. There are many intra-cystic papillary growths 
with great proliferation of the epithelium covering their surfaces. 
Dr. Williamson says: “The only positive microscopic evidence of 
malignancy, viz., invasion and destruction of the stroma by epithe- 
lial cells, cannot be clearly demonstrated. I have not the least 
hesitation in saying the growth is malignant.” 


Case O. Carcinoma of Ovaries. Private patient, aged 44, was 
under the care of Mr. Ionides and Dr. Budd-Budd- 

In November, 1907, double ovariotomy was performed and two 
simple multilocular cysts were said to have been removed. 
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In January, 1908, there was severe pain, with arise of temperature 
to 102°. The abdomen was opened and the peritoneal surface of the 
broad ligament and the pelvis was found covered with soft growths 
easily detachable. There was bloody fluid present. The uterus was 
‘fibroid.’ The case was obviously hopeless, and the patient died 
shortly afterwards. 

Pathological Notes. A fragment is carcinomatous. The epithelial 
cells are rounded and in elongated alveoli. The stroma is in large 
amount and is extremely cellular and in places mucoid. It projects 
into finger-like processes covered with flat cells. 


Case P. Ovarian and Abdominal Carcinoma. M.J.W., aged 59, 
was admitted under the care of Dr. Hobhouse, Sussex County 
Hospital, in March, 1908. 

She was admitted for ‘heart disease’ The abdomen was so 
distended by free fluid that palpation revealed nothing. There was 
fluid in the right side of the chest. The heart was displaced to the 
left, and a systolic murmur was present. A large mass was felt per 
vaginam and per rectum. There had been gradually increasing pain 
in the abdomen for two months. 

Father (83 years) alive and well; mother died of old age. The 
patient lost no flesh up to five months of her death, and walked, up 
to six weeks previous to admission. The patient was moribund on 
her admission, and died shortly afterwards. . 

Pathological Notes and Autopsy. Both ovaries were the seat of 
solid and cystic growths, on the right the size of a cocoanut, on the 
left of a Tangerine orange. There were soft creamy contents; 
the peritoneum was studded with white deposit and the abdominal 
and bronchial glands were the seat of new growth. The other 
viscera contained no growth. There was much fluid in the abdomen 
and right pleural cavity. The right lung was much compressed. 
The ovaries were the seat of bilateral ovarian carcinoma of papillary 
kind. The abdominal and bronchial lymph glands contained 
carcinomatous deposits undergoing necrosis. The kidneys showed 
fibroses of Malpighian tufts. The liver was congested. 


While these notes were in the press two additional cases have come under the care 
of Mr. Paley and Mr. Buck respectively, in which the growth proved on micro- 
scopical examination to be papillary carcinoma primary in the ovary. Our experience 
tends to confirm the statement of Pfannenstiel that half of all papillary ovarian 
growths are of the type of adeno-carcinoma and that papillary cystadenomata are 
frequently malignant from a clinical point of view though pathologically they may 
not be carcinomatous, 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A case of Pyo-physo-metra in which the Bacillus Coli 
Communis was the Infecting Medium. 


By C. Hamitton WurirerorD, M.R.C.S., L.R.C.P. 


THE patient, aged 27 years, was seen on June 21st, 1908. The only 
important point in her past history was the occurrence of menorrhagia 
which had persisted for the last three years. Twenty-six days pre- 
viously she had her first confinement, labour being non-instrumental 
and without unusual features, the infant full-time and healthy. 
Twenty-one days previously she sat out of bed. Sixteen days pre- 
viously she had a “chill” with pain in the abdomen. The lochia, 
said to have been “ natural,” ceased 14 days previously, since when 
there had been no vaginal discharge of any kind. For the past 6 days 
the temperature had varied between 100° and 102°F., and the pulse 
between 100 and 120. The patient is sallow and anemic. 

Per abdomen, is felt a central globular tumour rising from the 
pelvis to within 1} inches of the umbilicus, slightly tender, and on - 
percussion very tympanitic. 

Per vaginam. The abdominal tumour cannot be differentiated 
from the uterus. A sound, passed through a speculum, entered the 
cervical canal for } inch only. Both patient and nurse are convinced 
that the tumour is increasing in size. 

Operation. Under a general anesthetic, a sound, passed into the 
external os, evacuated from the tissues of the cervix a drachm of 
yellow pus, and then entered the uterus for 6 inches. The cervix was 
easily dilated and during this operation a pint of stinking pus and gas 
was evacuated. The pus was in colour dark brown, with an odour 
resembling that of a bacillus coli infection. The uterus was washed 
out with saline solution. Digital exploration of the cavity of the 
uterus, which now formed a collapsed flabby bag, revealed no projec- 
tion on its mucous surface. A 3 inch diameter rubber tube was sewn 
into the cervix, the inner end of the tube lying 3 inches from the 
external os. Under four-hourly irrigation with peroxide of hydrogen 
and saline solution, the discharge and odour rapidly diminished, but 
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the general condition became rapidly worse, the temperature and 
pulse rate remained high with occasional vomiting and rigors, 
hemolysis was intense, and death occurred 8 days after the operation. 


Post mortem. Only a vaginal examination was made. At this, 
by using considerable force, and working for 3 hour, there was 
enucleated from the posterior wall of the uterus, 4 inches from the 
external os, a fibroid 2} inches in diameter, of which the surface 
facing the uterine cavity was sloughing. The uterus had in no way 
contracted in the 8 days between the operation and the death. The 
pus evacuated at the operation was examined by Dr. W. L. Pethy- 
bridge, who reported : — 


“Airobic and anerobic cultures were made from the pus obtained 
from the uterus. After 24 hours incubation the erobic cultures 
showed an abundant growth of a bacillus, having all the characters 
and reactions of the bacillus coli communis, together with some 
liquefying organisms. The bacillus was motile. It stained with 
ordinary dyes, but was decolourized by Gram’s method. It grew on 
carbolic acid gelatin, formed gas bubbles in gelatin stab cultures, 
curdled milk and gave the indol reaction. The anerobic cultures 
showed very little growth, but what there was was precisely similar 
to that found in the erobic cultures. No organisms were found 
having any resemblance to the bacillus erogenes capsulatus which 
has been previously observed in these cases.” 


Treatment. In these, as in other cases of acute sepsis, continuous 
rectal instillation of saline solution may be of service. In the above 
case, the saline solution was not well absorbed and, as the patient 
was taking plenty of liquid nourishment, was not persisted in. Ina 
patient thus severely poisoned, provision of free drainage and 
irrigation of the uterus is usually the only operation that is 
justifiable. If a fibroid is projecting into the uterus and can be 
easily enucleated it should be removed. But if the fibroid is inter- 
stitial and for its enucleation requires prolonged manipulation, 
involving a by no means remote risk of perforating a septic and 
softened uterus, it is doubtful whether the removal of such a fibroid 
would not diminish the already small chance of recovery. 


Hysterectomy in the less severe cases is unnecessary, and in the 
more severe cases is almost invariably fatal. It is possible that, in 
the near future, some form of vaccine or serum therapy may succeed, 
where operative surgery at present usually fails. 


Comments. The condition of pyo-physo-metra is somewhat un- 
usual. The gas is not, as was at one time thought, air which has 
entered the uterus, but is formed in the uterus by the action of 
bacteria. In nearly all the recorded cases, the bacillus szrogenes 
capsulatus was found, but in the above case the gases were formed 
by the bacillus coli communis. 
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The history of menorrhagia suggested the possibility of the 
presence of a fibroid. 

The liability of fibroids to infection during the puerperium is 
well known. 

As pointed out by Howard Kelly, the essence of the affection is 
closure of the cervix of an infected uterus. Fibroids and cancer are 
both capable of blocking the cervical canal. 

In the above case, not only was there an infected fibroid in the 
body of the uterus, but the cervical tissue itself was swollen and 
infiltrated with pus, and it was this infection of the cervix which 
was largely responsible for the occlusion of the cervical canal. 
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II. 
Grape-like Sarcoma of the Cervix Uteri. 


By Freperick J. McCann, M.D. (Edin.), F.R.C.S. (Eng.), 
M.R.C.P. (Lond.). 


GRAPE-LIKE sarcoma of the cervix uteri is a rare disease and 
comparatively few cases have been recorded. In my book on 
“Cancer of the Womb” (p. 111) I have given a short description of 
the disease taken from the records at present available, but I had not 
met with an example in the living subject until I was asked to see the 
case here described. 

The patient presented herself at the Out-Patients’ Department of 
the Samaritan Hospital, and was seen by my colleague Dr. Abernethy 
Willett, who kindly sent her into my ward. She was a bronzed, 
fairly-well nourished woman, aged 52 years, who assisted her husband 
to work a barge. When admitted into Hospital on May 15th, 1907, 
she complained of a profuse, foetid, brownish-yellow discharge, which 
had persisted for six months, but no blood had been observed in it. 
She had had six children, the last born ten years previously. Her 
confinements had been without difficulty, and she never had a 
miscarriage. 

Menstruation had been regular; each period lasting two to three 
days without excessive blood loss. She stated that she had been 
getting thinner for a month, but had not suffered pain. 

Examination of the abdomen revealed nothing abnormal, but on 
inspecting the vulva, after separating the labia, a reddish purple 
polypoid growth was seen occupying the vulvar inlet. When the 
finger was inserted into the vagina the upper part of the canal was 
found to be occupied by a large, smooth, irregular growth, which 
apparently sprang from the interior of the cervix. Owing to the 
larger amount of the neoplasm being close to the cervix, it was 
difficult to define its exact origin. 

It was not until the patient was anesthetized and prepared for 
operation on May 22nd, 1907, that a thorough examination could be 
made. The tumour was then found to spring from the interior of 
the cervical canal, the rim of the os externum being unaffected. It 
caused distension of the vaginal canal by its size, but no involvement 
of the vaginal walls had occurred. The growth was extremely 
friable, very vascular, and consisted of some more solid portions, 
reddish-purple in colour, other portions grey in colour, and marrow- 
like in consistence, and the remainder oval, yellow, translucent, 
grape-like bodies (Fig. 1) chiefly situated at the periphery of that 
part of the growth close to the cervix. These grape-like bodies were 
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Fic. 1 is a drawing of the primary growth, showing the grape-like bodies growing 
from the cervix uteri. (N«tural size.) 


Fic. 2 represents the recurrent growth which was removed at the second operation. 
The grape-like bodies are situated at the periphery of the upper portion of the 
growth. The white cross (xX) indicates the position of the cartilage found in its 
substance. The lower, more solid portion, was bluish purple in colour and protruded 
through the vulvar orifice. (Natural size.) 
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readily crushed when touched and contained straw-coloured, yellow 
fluid. The body of the uterus was slightly enlarged, whilst the 
cervix was markedly expanded and thickened. 

I decided to perform vagina] hysterectomy, and for this purpose 
the tumour mass was clamped and cut away before the excision of 
the uterus. The pouch of Douglas was not opened until the last 
stage of the operation in order to prevent soiling the peritoneal 
cavity, the body of the uterus being turned out through the incised 
utero-vesical pouch.* The right ovary was found to contain a multi- 
locular cyst about the size of a tennis ball possessing thick 
walls. This cyst was removed. The left ovary, which appeared 
to be healthy, was conserved. Both clamps and ligatures were used 
during the operation, and owing to the extreme vascularity of the 
tissues it was deemed advisable to leave some of the clamps in situ. 
The clamps were removed the following evening at 5p.m., the 
operation having been performed at 9-30 a.m. 

Convalescence after the operation was uneventful, and the patient 
left the Hospital on June 15th, 1907, much improved in health. 
She was instructed to report herself at once if there should be any 
return of the symptoms. 

Accordingly, on April 15th, 1908, she again returned to the 
Hospital. She had been able to do hard work on the barge, but for 
five months she had experienced a feeling in the vagina “as if some- 
thing was coming down.” A month before her re-admission, whilst 
straining at stool, some blood escaped from the vagina. A fortnight 
later pain was felt in the lower part of the abdomen, worse at night, 
and daily small losses of blood occurred after using a syringe. A 
foul vaginal discharge had continued for a month. She looked ill 
and had lost flesh. 

When examined, per hypogastrium, a movable mass was 
felt occupying the position of the uterus in the centre of the 
pelvis. Separation of the labia revealed a growth, similar to the 
primary growth, protruding through the vulvar orifice. The bluish- 
purple colour was especially noticeable. The growth (Fig. 2) filled 
the whole vagina and appeared to spring from the position of the 
cicatrix in the vaginal roof and to extend upwards into the pelvic 
cavity. The vaginal walls still remained intact and there was no 
subvaginal infiltration. 

The recurrent growth was removed, the hemorrhage carefully 
arrested, and after three weeks residence in the Hospital she was 
again discharged much improved in appearance. She has not again 

reported herself. 

The recurrent growth was much larger than the primary growth 
and firmer in consistence. There were a large number of grape-like 


Pi Cancer of the Womb,” p. 82. 
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bodies and these again were found in that portion of the growth close 
to the vaginal roof. A hard gritty mass was present in the centre, 
which appeared to the naked eye to be composed of cartilage. This 
was proved to be correct by a subsequent microscopical examination 
(Fig. 3). 

In addition to the grape-like sarcoma just described, I have 
removed the uterus from three other patients on account of a 
sarcomatous growth from the cervix. 


The outstanding feature, however, of this variety of sarcoma is 
the presence of a number of edematous blebs or bulla, whose 
appearance has been compared to grapes or to a hydatid mole. 


Histologically, such tumours have been found to be composed of 
round or spindle cells (Fig. 3) with occasional multi-nucleated giant 
cells. Striped muscle-fibre (Pernice) and hyaline cartilage (Rein) 
have also been observed. Numerous blood-vessels are also present. 
The nature of the material contained in the inter-cellular substance 
and in the grape-like bodies has been alleged to be mucin, but 
Pfannenstiel and other observers have shown that it does not give the 
reactions of mucin and that cdema has occurred in the growth 
leading to the formation of blebs or bulle, the so-called grape-like 
bodies. The neoplasm is therefore considered to be a mixed-cell 
sarcoma infiltrated with lymph, and not a myxoma ora myxosarcoma. 
Certainly the appearance presented by the specimens obtained from 
the growth removed from the patient, whose clinical history is here 
detailed, all tend to support this view. It was further noticeable 
that the grape-like bodies were more numerous at the periphery of 
the tumour close to the vaginal vault and that they were more 
numerous when the discharge was very foul. This would suggest 
that septic infection, with consequent local cedema, was the cause of 
this peculiar appearance. 


In a recent case of cervical sarcoma which I treated by abdominal 
pan-hysterectomy, removing at the same time the upper fourth of 
the vaginal canal, the macroscopic appearance of the disease was 
precisely similar to what has been already described, but no grape- 
like bodies were'present. The growth, however, was smaller, only 
projecting for 14 inches into the vaginal canal and springing by a 
pedicle from the anterior lip of the cervix. No foul discharge had 
ever been present. 


If these facts should be substantiated by future investigations 
then it will be necessary to reconsider the advisability of creating a 
special class of sarcoma under the appelation “ grape-like sarcoma.” 


The neoplasm originates from the lower segment of the cervical 
mucosa and grows out of the cervix into the vagina. In the later 
stages the disease spreads to the body of the uterus, to the vaginal 
walls, to the tissues of the cervix and to the parametrium. Its 
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Fic. 3 represents a section taken from that portion of the growth containing 
cartilage. Note the rounded nucleated cells scattered in groups of two and four. 


Fic. 4.—This drawing represents a microscopical section taken from the more 
solid portion of the neoplasm, and shows the structure to be composed of round 
and oat shaped cells separated by intercellular stroma. The cells contain well-marked 
nuclei. The intercellular substance is homogeneous and takes the stain faintly. The 
majority of the blood-vessels were not well formed, 
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cervical origin distinguishes the disease from hydatid mole, whilst 
the microscopical examination excludes mucous polypus. 

The age incidence corresponds to that of sarcomata arising from 
the uterine mucosa. 

Of 18 examples of the disease culled from the literature, the ages 
of the patient were as follows :—45 years, 17 years, 194 years, 19 years, 
50 years, 21 years, 24 years, 53 years, 35 years, 31 years, 17 years, 
22 years, 63 years, 52 years (the case described), 2} years, 39 years, 
47 years and 1 year. Thus one-half of the cases occurred under 
25 years, four at 50 or over, and five between 25 and 50. 
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III. 


A Fibroid Polypus weighing about one pound anda 
half, growing from the left lip of the Cervix Uteri. 


By James Oxtver, M.D., F.R.S. (Edin.), 
Physician to the Hospital for Women, Soho. 


N.H., et. 33, a virgin, was sent to the Hospital for Women by 
Dr. Edward Morris, of East Croydon, on July 15th, and Dr. Morris 
was present at the operation when I removed the tumour by morcella- 
tion. The history given of the case was that until Christmas, 1907, 
menstruation had recurred regularly and the discharge was ordinary 
in amount. Since Christmas menstruation had recurred at intervals 
of six or seven weeks and the discharge was accompanied by clots. 
About the end of January, or five and a half months before seeking 
advice, the patient remarked that she was unable to retain her urine, 
and this condition of affairs persisted until July 13th when, on account 
of inability to pass urine, she consulted Dr. Morris. The bladder was 
then found to be enormously distended and sixty ounces of urine were 
drawn off by means of the catheter. After July 13th there was again 
incontinence. On account of the bulk of the neoplasm it was impossible 
to reach the cervix and the relationship to the cervix was only 
determined after the greater portion of the growth had been removed 
by morcellation. The tumour sprang from the left lip of the cervix 
and did not encroach upon the os. I so cut the base of the tumour 
that I obtained two flaps and these, when stitched together, left the 
os uteri still undisturbed. The tumour was composed of very coarse, 
pearly-looking strands of fibrous tissue, and the capsule was so in- 
corporated with these strands that morcellation of the capsule had to 
be effected with the underlying structure. During the operation the 
patient lost a very large quantity of blood and became collapsed. 
The pieces of tumour, numbering about twenty, weighed one pound and 
a quarter, and as these were ex-sanguine, the tumour in its original 
state must have weighed one pound and a half or possibly one pound 
and three-quarters. 

Diagram 1, depicts the tumour in the vagina. Diagram 2, depicts 
the stumps after the flaps had been stitched together with cat-gut. 
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REVIEW OF CURRENT LITERATURE. 


Occlusive Pessary as a Foreign Body in the Bladder. 

C. Arnot, Bremen (Zentralbl. ~. Gyn., 1908, No. 21) reports the following case : 
A quartipara, aged 35, was sent to him on account of pain in the bladder and stated 
that four weeks previously she had introduced a preventive ring pessary into her 
vagina. It had broken 8 days ago, but from economy she had introduced it again. 
The very next day she suffered from much pain in the vesical region, especially 
severe when making water, yet urging her to do so. No pessary to be found in 
the vagina, but by combined palpation a foreign body could be felt apparently lying 
in the bladder. Examination with the sound confirmed this. The pessary seemed to 
lie vertically in the bladder, the anterior wall of which it had pierced with its upper 
end, while it was also firmly fixed in the posterior wall. Bloody, greasy, offensive 
urine was removed from the bladder, and therefore no cystoscopic examination was 
made. No injury could be detected in the vagina except that on the anterior wall 
there was a small linear scar completely closed. The bladder was opened above the 
pubes and the pessary was found fixed in the bladder wall, but was removed without 
much further damage to the wall. The instrument was encrusted with ammoniacal 
salts; the discharge from the bladder was so foul that the wound was left partially 
open and drained, so that the cavity could be washed out from above. Nevertheless, 
though a catheter was kept in the bladder the patient was feverish for a week; the 
wound then closed by degrees and she was discharged cured in four weeks. 

Langner, in 1897, showed at the Berlin Society an occlusive pessary that he had 
removed from the bladder after dilatation of the urethra. 


Solution of a Foreign Body in the Bladder. 

E. Pottax, Vienna (Wiener kl. Wochenschr., 1908, No. 28), in order to remove a 
wax taper which had been passed into the bladder, made two injections of 20 ccm. 
of benzine which were retained 10 and 30 minutes respectively without giving any 
trouble. After the solution of the wax, the wick, 20 cm. long, was discharged 
with the urine. Similar successful solution of wax in the bladder has been 
practised by Lohnstein and also by Hochenegg. 


The Innervation of the Cervix Uteri. 

Marocco, Rome (Archiv Ital. di Ginecol., 1907, No. 5), describes his researches 
and gives coloured drawings of his microscopic preparations. He employed Ramon 
y Cajal’s silver stain with hydrochinone and pyrogallic acid reduction, and sometimes 
Keiffert’s modification of hydrochinone and soda sulphite, but does not find either of 
these methods uniformly successful, as the external parts are overstained. He 
followed nervous fibres in various depths of the cervix, but was unable to find any 
definite termination either in muscle or in epithelium. The nerve fibres have large 
ganglia, some with a hundred multipolar cells. This rich provision of nervous net- 
works and ganglia in an organ so liable to wounds in the performance of its function 
has much clinical importance. E.H.L.O. 


The Bloodvessels of the Uterine Wall. 
J. Kon and Y. Karaxt (Virchow’s Archiv, Bd. 191, Heft 3), from researches 
made in the Pathological Institute at Munich have found that even in childhood 
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thickening of the intima of the arteries of the uterus may take place due to 
proliferation of Langhans’ cellular layer. The more advanced the age of the subject 
the more numerous are the changes in the uterine vessels. Between the ages of 17 
and 30 years they consist in fibrous thickening of the intima of the larger arteries. 
Compared with the arteries in the other parts of the system, the uterine vessels take 
@ unique, position, for in them the sclerotic changes are associated quite early with 
degenerative processes in the media. In advanced age, with hardly any exception, 
calcareous deposit is found in the walls of the vessels. Childbearing is a predis- 
posing factor for atherosclerosis of the uterine vessels. Apoplexy of the uterus 
depends chiefly upon the gross alterations in the finer arteries and upon the atrophy 
of the mucosa. 


The Relation of Muscle and Vessels in the Uterine Wall. 


La Torre, Rome (Archivio di Ital. di Ginecol., November 1907) gives the results 
of his examination of the musculosa of the uterus in virgin, pregnant and puerperal 
bitches. In a general way he adheres to the classical description of Hélie, but he 
denies that the blood-vessels can be constricted by the meshwork of fibres of the 
middle coat. This division into three coats is quite artificial, as the fibres of all are 
continuous, and pass from the serous to the mucous surface. The circular fibres of 
the inner layer become separated from each other as pregnancy advances. The arteries 
of the middle coat normally present in the non-pregnant uterus are surrounded by 
areolar tissue and are free; in pregnancy they pass through the openings of the inner 
coat where they are also free, so that Pinard’s picturesque phrase, that the muscles 
act as “living ligatures” to arrest hemorrhage after delivery, is not true. 

E.H.L.O. 


On Periodic Pyrexia with Rheumatic Symptoms in Young Girls 
(Recurrent Ovulation Fever). 

G. Riesotp (Deutsches Archiv f. kl. Med., Bd. 93, Heft 1) points out that beside 
those cases of ovulation fever (premenstrual fever) which may without hesitation be 
attributed to a demonstrable focus of infection, such as inflammatory processes in 
the genitalia, pyelitis, or tuberculous patches in the lungs, it is not unusual to meet 
with cases in which no focus of disease can be found or even suggested in the 
patient’s body. These cases, which in the mode of their recurrence are entirely 
similar to the former ones (frequent recurrence of the attacks at regular intervals, 
corresponding to the intermenstrual periods of the individual, onset of the fever on 
the days before the beginning of menstruation), are characterized especially by the 
fact that they exhibit rheumatic symptoms. Their etiology is obscure, their prog- 
nosis is serious, as regards complete recovery, even in slight cases in as much as 
the heart as a rule is sympathetically affected, and in severe cases as regards life. 
Treatment is ineffectual and purely symptomatic; neither the salicylates nor ovarial 
tablets are of the slightest use. 


The Menopause after Operation. 

P. Lizcano (Hl Siglo Medico, June 6, 1908) in 18 cases has performed total 
extirpation of the uterus and adnexa with 2 deaths; the menopause immediately 
came on in all the 16 cases that recovered, but only 3 suffered from omission 
symptoms, headache, fiushings and perspirations. Removal of the adnexa without 
the uterus was done in 9 cases with one death; of the 8 survivals, 2 continued to 
menstruate, the rest passed into the menopause, 5 without and only 1 with omission 
symptoms. Of the whole 24 who recovered from the operations only 4, or 16 per 
cent., had omission symptoms. 
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The Pathology of Chronic Metritis. 

Hverer (Jiinchener m. Wehns., 1908, No. 27, 1457) recently exhibited to the 
Altona Medical Society a uterus removed by operation from a woman of 47 years of 
age who, up to a few months previously, had always been in good health. Latterly 
she had suffered from severe abdominal pains and from profuse hemorrhage from 
her genitals. Examination proved the uterus to be very much enlarged and tender, 
and the diagnosis lay between a myomatous uterus and a malignant tumour. 

The uterus was larger than a child’s head, the portio was taken up, the cervical 
canal widely dilated. The uterine wall was very thick; its tissue, very soft, moist, 
of a reddish gray colour, suggested sarcoma. The mucosa was smooth, red spotted, 
and beset with hemorrhages. Microscopic examination showed that the uterine tissue 
proper was transformed throughout into granulation tissue. The muscle fibres were 
thrust apart by cedema and cellular infiltration; in some places they had altogether 
disappeared. Nothing whatever could be seen of the perivascular and interstitial 
connective tissue. The arterial walls were in many places stuck together. No 
pcelynuclear leucocytes could be found anywhere. The cells were lymphocytes, 
multiform granulation cells (polyblasts), numerous plasma cells, especially in the 
mucous region, and a few mast cells. It was especially remarkable that the 
original connective tissue of the uterus had completely perished. Any new formation 
of connective tissue in this uterus therefore must have arisen, not from hyperplasia 
of pre-existing tissue of the same kind but from granulation tissue as a preliminary 
condition. The etiology of the case is obscure as none of the factors to which the 
origin of chronic metritis is usually attributed were present; neither lues, gonor- 
rheal, puerperal or other infection, precedent pregnancy, nor displacement of the 
uterus can have had any influence. 


The Excision of a Wedge-shaped Portion of the Uterus for 
Chronic Metritis. 

Diurssen, Munchen (Archiv f. Gyndk., B. 85, p. 541), advocates this form of 
treatment in chronic metritis, and gives the history of six cases in which the results 
were very satisfactory. He has also performed the operation bilaterally including 
the orifice of the tube on either side in the portion excised. In every one of these 
six cases the vaginal route was chosen, but in many of his other cases the same 
method of treatment was carried out after laparatomy. 

Dihrssen first described the above operation for metritis (chronic), and also 
the incision of the uterus for diagnostic or therapeutical purposes in 1898 in his 
book “Die Einschrénkung des Bauchschnitts.” The excision of the anterior wall 
of the uterine body, or of the fundus only, is sufficient to-lead to involution of the 
uterus to normal. Limiting the incisions to the fundus or anterior wall, and 
subsequently fixing the margins to the bladder peritoneum, has the advantage of 
converting the intraperitoneal wound into an extraperitoneal one, and also of not 
interfering with menstruation and the possibility of conception. In all cases in which 
subsequent pregnancy is out of the question, firm vaginal fixation of the uterus with 
three catgut sutures is indicated, thus correcting any existing malposition and bringing 
the uterus directly into contact with the vaginal wound. If the patient is still 
in the menstruating stage the peritoneal opening must be stitched up separately, 
the deviation being afterwards attended to by fixing the uterus with a suture either 
through the bladder peritoneum alone, or through this and the vagina. 

In prolapse the amputation of the cervix is more important than the wedge-shaped 
excision, but this latter is most essential in the radical removal of inflamed tubes. 
If there is severe co-existing metritis the fundus can be removed by prolonging 
the incision in the shape of a transverse wedge. If the metritis is in no way severe, 
excision of two wedges of tissue is sufficient, leaving the interstitial part of the 
tube intact. H. T. Hicks. 
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Ventrofixation in Displacement of Pelvic Organs. 
Weser (Gyndkologische Rundschau, 1908, Heft xiv) describes and contrasts the 
various methods of fixation :—(1) Shortening of the round ligaments by the inguinal, 
abdominal and vaginal routes, and also shortening of the sacro-uterine ligaments. 
(2) Hysteropexy: Ventral fixation by the abdominal and vaginal routes, vagino- 
fixation and fixation to the promontory are also referred to. (3) Hysterectomy. 
The article consists chiefly of descriptions of the methods of different operations 
and contains nothing original. E, Scorr CaRMICHAEL. 


The so-called decubitus ulceration of the prolapsed uterus. 


Kermavner, Heidelberg (Monats. f. Geb. u. Gyn., Bd. xxvii, Heft 5), thinks that 
the ulceration of the prolapsed uterus does not depend upon decubitus but upon tears 
which occur on the surface of the mucosa in process of senile atrophy. This is prob- 
able, not only from the senile atrophy of the mucosa itself, but from the clean 
appearance, the great tendency to healing, the longitudinal slit form, and the condition 
of the edges, of the ulcers. These torn or burst ulcers are, owing to the tendency 
of the mucosa to atrophy and contract, a favourable sign for the permanent success 
of operative treatment. 


Incarceration of a laminaria tent in the uterus. 

J. Fatx, Moscow (Wiener kl. Wehns., 1908, No, 20), has found, like other 
observers, that the removal of a laminaria tent of which the upper end has swollen 
out in the cavity of the uterus in the shape of a mushroom, sometimes necessitates the 
division of the anterior wall of the cervix. Further experience now leads him to 
recommend that in cases of the kind the tent should be drawn downwards and as 
much of it cut off as possible, and the cervical canal then dilated by Hegars’ instru- 
ments and the rest of the tent extracted. 


Acute Gastric Paresis with Secondary Duodenal Occlusion. 


H. Aprecut, Munich (Zentralbl. f. Gyn., 1908, No. 28), criticises several 
statements in Lichtenstein’s article on this subject (ante, p. 122) especially his views 
on the difficulty of diagnosis, since many well reported cases have now been published. 
Moreover, Albrecht thinks that Lichtenstein has unnecessarily complicated the 
question of the xtiology of mesenterial occlusion of the duodenum. Undoubtedly 
various factors may combine in the causation of occlusion, but the circumstance is 
essential that the mesentery, parallel to the spinal column, should be too tightly 
stretched in the direction of the small pelvis and should constrict the duodenum 
as it passes over the spinal column, between that column and itself. Finally 
Albrecht mentions some errors into which, in his opinion, Lichtenstein has fallen 
in basing his hypothesis upon developmental grounds. (v. also vol. xiv., p. 287.) 


Early Sitting-up after Laparotomy. 

KémMett, Hamburg (Zentralbl. f. Gyn., 1908, No. 22), at the Thirty-seventh 
Surgical Congress at Berlin spoke on the question of shortening the convalescence of 
patients after laparotomy by getting them up soon after the operation, so as to 
promote intestinal action and to avoid bronchitis, thrombosis and embolism. On the 
first day he allows the patients to sit up in bed, on the second to sit on a chair and 
on the third, fourth or fifth to walk about a little, a mode of procedure that has for 
some time been warmly advocated by a few gynecologists. Certain preliminary 
conditions, however, are attached to this mode of procedure, such as aseptic healing 
of the wound, blameless narcosis (frequently with scopolamine-morphia) and rapidity 
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in operating. In such cases Kiimmell has been extremely pleased with the results of 
getting his patients up early, as the patients have also been themselves for their 
recovery was much expedited. 

In the discussion, in which Rehn, Abel, Korte, Eiselberg and others, took part, 
some doubts were expressed as to the wisdom of the method: stress was laid 
especially upon the danger of hernia being greater than when the abdominal cicatrix 
is for a longer time protected from strain. Kiimmel considered that there was no 
ground for the objection provided that the stitching of the wound was conscientiously 
carried out in stages, peritoneum musculosa, fascia, and skin. 


Perineorrhaphy. 


T. J. Watxrns (Surgery, Gynaecology and Obstetrics, July, 1908) describes an 
‘operation for the repair of complete perineal tears, for which he claims the 
following advantages :—(1) The external sutures are all distant half an inch or more 
from the anus; (2) there is no constriction of the skin or connective-tissue about 
the anus; (3) individual suture of the muscle; (4) absence of any danger of a 
recto-vaginal fistula; (5) a relatively small amount of suffering after the operation; 
(6) enemas can be used in the post-operative treatment without the usual danger 
of injury or infection. The method is as follows :—(1) A transverse vaginal incision, 
one-half to one inch long, and at least half an inch above the rectal tear, is made; 
(2) sharp-pointed scissors are passed through the incision down to the dimple marking 
one end of the divided sphincter ani; by separating the blades a track is made; 
this is repeated on the other side; (8) the connective-tissue between the vaginal 
and rectal walls is divided with scissors; (4) the ends of the muscle are drawn up 
into the incision by means of rat-tooth forceps; (5) the ends of the muscle are 
united by No. 1 chromicised catgut sutures which should catch up the connective- 
tissue surrounding the muscle; the muscle is then allowed to drop back; (6) the 
relaxed vaginal outlet is then repaired by Emmet’s or Hegar’s operation. Watkins 
thinks the operation would also be efficient in cases of high rectal tears. He thinks 
there is no disadvantage in being unable to dissect out the ends of the muscle freely ; 
the surrounding connective-tissue prevents the sutures from cutting out. The paper 
is well illustrated. Mites H. Puitiirs. 


Injections of Chloride of Calcium after Hemorrhage. 


Latkowsk1, Cracow (La Clinica Ostetrica, June 15, 1908), has made some 
interesting physiological experiments, showing that chloride of calcium strengthens 
the contractions of cardiac muscle. In another series of experiments he bled some 
animals, until their blood-pressure fell to zero, and subsequently injected into their 
veins an aqueous solution of chloride of soda nine parts to the thousand, with an 
addition of 0°02 grammes per cent. of chloride of calcium. Most of the animals so 
treated made a perfect recovery, and he infers that in cases of hemorrhage in 
human beings it might be useful to add to the physiological solution 0°02 grammes 
per cent. of calcium chloride. J. H. F. 


The Dangers and Treatment of Myoma of the Uterus. 


CHRISTOPHER Martin (Lancet, 1908, vol. i, p. 1603) dealt with this subject in the 
Ingleby Lectures delivered at the University of Birmingham last May. 


Lecrure I. Tae Dancers or Myoma. 

Heemorrhage is the commonest symptom; it is present in most cases, though 
very variable in amount; it depends on the proximity of the tumour to the uterine 
cavity rather than on its size. Patients rarely actually bleed to death, but sink 
into a condition of marked chronic anemia, which is the chief cause of the brown 
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atrophy and fatty degeneration of the heart occurring in many cases of neglected 
fibroids; it also leads to thrombosis of the veins of the pelvis and lower limbs and 
to secondary pulmonary embolism. Deaths from this cause after operation are really 
due to delaying the interference. 

Pain is not often seen with uncomplicated myomata, whereas discomfort and 
uneasiness are common. Subserous growths, the weight and pressure of which may 
cause inconvenience, may not cause pain. Pain at the menstrual periods may be 
due to the efforts of the uterus to expel a submucous tumour. Severe pain due to 
inflamed appendages is a frequent complication. 

Pressure symptoms are numerous, and often demand surgical treatment, thus 
hemorrhoids and constipation, varices of the vulva and legs, sacral neuralgia, sciatica 
and cramps may arise, retrodeviation also or prolapse of the utreus may be caused 
by the tumour. More serious still are its effects on the urinary organs: frequent, 
painful and difficult micturition, incontinence, residual urine, complete retention, 
all occur. Sudden retention is sometimes, usually in young unmarried women, the 
first indication of a myoma. Cystitis is generally due to infection by catheter, and 
Martin has twice known fatal pyonephrosis follow it. Broad ligament and cervical 
tumours especially, are apt to press on the ureters with consequent hydronephrosis, 
destruction of the kidneys and uremia. In operating the surgeon must always 
remember the possible displacement of bladder or ureters, 


Lesions of the ovaries and tubes occur in about one-third of all cases operated 
on, and add greatly to the dangers of the operation. Martin thinks the myoma is 
directly responsible in many cases. He found them in 14 per cent. of his 380 
abdominal sections for myomata. 

Heart lesions result from the chronic anemia or from mechanical obstruction to the 
circulation by large myomata. Fleck found brown atrophy in 7 out of 11 cases of 
myoma which died from heart failure. Dr. Thomas Wilson asserts that 40 per cent. 
of patients with severe symptoms of myoma have some form of cardiac insufficiency. 

Degenerative changes are more common than in any other form of tumour. They 
occur in about 20 per cent, of the cases, and may be grouped thus: (1) non-malignant 
degenerations without necrosis (about 14 per cent.) ; (2) non-malignant degenerations 
with necrosis (about 4 per cent.); (8) malignant degenerations and complications 
(about 4 per cent.). (1) The first group includes fatty, hyaline and calcareous 
degenerations which may be looked upon as innocent old-age changes. They rarely 
call for treatment, whereas acute lymphatic oedema, myxomatous softening, cystic 
degeneration, angiomatous changes, adenomatous growths and red degeneration are 
characterised by rapid growth and often indicate active interference. They have 
certain clinical features in common: (a) the tumour is generally single; (b) after 
quiescence it enlarges rapidly, with increase in pressure symptoms and often with 
severe pain; (c) it becomes elastic, soft and even fluctuating; (d) it often becomes 
more vascular, presenting arterial pulsation and a bruit. Such changes are most 
common about the menopause, but may occur at any age. Martin found them in 
19 of his 380 cases, and 13 were examples of cystic degeneration. Red degeneration 
(acute aseptic necrosis or necrobiosis) typically occurs in young pregnant women. 
It causes the sudden onset of severe pain, vomiting, fever, and rapid increase in the 
size of the tumour. Immediate operation is necessary. Martin records a recent 
case in which he opened the abdomen of a young pregnant woman, having diagnosed 
a strangulated ovarian tumour. He successfully enucleated from one side of the 
pregnant uterus a large myoma, undergoing red degeneration. Abortion occurred 
about 24 hours later. (2) Necrosis is specially prone to occur in the submucous and 
polypoid varieties; rarely in the interstitial. It is brought about by interference 
with the blood supply of the myoma, from pressure or during extrusion, followed 
by bacterial infection from the vagina, by the sound, examining finger, curette, 
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or electrolytic needle. The result is an offensive, soft, mushy mass, yielding a stinking 
discharge. Fatal systemic infection may occur, but in some cases the slow onset of 
the process appears to allow of self-immunization. It is of the utmost importance 
to distinguish these sloughing fibroids from advanced cancer of the uterus, for their 
prompt removal often yields brilliant results. (8) Malignant degeneration: Sarcoma 
was found by Martin in 9 of his 380 cases (2°3 per cent.), but he thinks that 
Winter’s 4 per cent. is a truer proportion. Carcinoma is an asscciated lesion; it 
was found in 1'6 per cent. of the lecturer’s cases. He believes that myoma disposes 
to cancer of the corpus. 

Relation to pregnancy. Sterility occurs in 55 per cent. of wives with myoma, and 
in only 15 per cent. of ordinary married women. The myoma causes the sterility. 
This is fortunate, for pregnancy adds to the dangers of myoma. Spontaneous 
abortion is common, and Martin has several times had to induce abortion for 
hyperemesis in pregnant women with interstitial fibroids. Severe hemorrhage is 
apt to occur from retention of placental tissue or from imperfect uterine contraction. 
There is a special tendency to red degeneration. According to its site, a myoma may 
obstruct labour or, by interfering with the uterine contractions, delay delivery. 
During the puerperium the myoma may undergo necrosis, as a result of bruising or 
torsion, and cause even fatal sepsis. 

SuMMARY OF RISKS, (1) More than half the patients suffer from severe hemorrhage 
and chronic anemia. (2) Many develope heart disease, phlebitis, thrombosis and 
embolism. (3) Others get retention of urine, cystitis, pyelitis, hydronephrosis. 
(4) In about one-third, the ovaries and tubes become diseased. (5) In about one-fifth, 
degeneration, ending in 5 per cent, in necrosis, occurs. Sarcoma and cancer occur 
in about 5 per cent. (6) More than half the patients are sterile; should pregnancy 
occur the dangers increase with its progress. 

Natural cures. (1) A submucous fibroid may necrose and slough away or be 
extruded and drop off. These methods are slow, uncertain and much more risky 
than operation. (2) A myoma may undergo puerperal involution and disappear. 
This is uncertain and more apparent than real. Recently Martin had to remove a 
cystic subserous fibroid which, three months after parturition, was rapidly increasing 
in size. (8) A myoma may undergo atrophy at the menopause. Noble does not know 
of a single authentic case of total disappearance at the menopause. Indeed fibroids 
delay the menopause, and it is just at this period that the most serious forms of 
degeneration occur. Hence it is unjustifiable now to advise a patient with a~ 
troublesome fibroid to wait for the menopause. 


Lecture II. Tue Treatment or Myoma. 

A small myoma, not growing, nor causing pain, severe hemorrhage, bad health or 
discomfort, should be examined regularly at a fixed time after each period. The 
patient with a troublesome myoma must rest, as much as possible in bed, during the 
period. She must avoid fatigue, violent exercise, conception, and even coitus if it 
cause hemorrhage. Corsets, because they favour pelvic congestion, must be 
forbidden, though a large tumour may be beneficially supported by a light 
abdominal belt. A pessary may be used when the myoma causes retroflexion and 
retention of urine. Constipation, which by causing pelvic congestion and straining 
at stool promotes hemorrhage, must be prevented by the use of mild laxatives. 
Drug treatment is unsatisfactory; it only alleviates symptoms. Ergot in many 
cases controls hemorrhage; in very urgent cases a sterile preparation should be 
given hypodermically. It is contraindicated in heart trouble, and probably disposes 
to necrosis of the fibroid. Hydrastis helps to check hemorrhage. Cotarnine, in 
the form of styptol, has not been of much benefit in Martin’s experience. Calcium 
chloride is undoubtedly of service in bleeding fibroids. Bromide, iodide and chlorate 
of potassium are of doubtful value, and, as all potassium salts are muscle poisons, 
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they tend to weaken uterine contractions. In treating the anemia organic preparations 
of iron are of more value than the inorganic, which are liable to excite uterine 
hemorrhage. Hemoglobin preparations are especially useful. In controlling 
dangerous bleeding vaginal plugging is of great help: Place the patient on her side, 
insert Sim’s speculum, draw down the cervix with a vulsellum, pack the uterine 
cavity if possible with iodoform gauze, the first few inches of which are soaked 
in adrenalin solution, plug the vagina firmly with gauze, apply a firm abdominal 
binder; remove and replace the gauze every 48 hours until the hemorrhage is 
controlled and the patient has rallied. Do not use alum or perchloride of iron as 
styptics. 

Electrolysis is futile and dangerous. In some cases temporary benefit in the 
arrest of hemorrhage has been obtained, but acute necrosis of the tumour is apt to 
occur. 

Surgical Treatment, 

Contraindications :—(1) Tumour is smaller than an orange, is causing no symptoms 
and not growing; (2) patient is past the menopause; myoma is quiescent and causing 
no trouble; (3) patient is gravely ill from some other condition, phthisis, cardiac 
or renal disease, which is likely to be soon fatal. 


Indications :—(1) Hemorrhage is severe and uncontrolled by rest and ergot; 
(2) growth of tumour is rapid and persistent; (8) degeneration, necrosis, or 
malignant disease; (4) many cases complicated by pregnancy; (5) gross lesions of the 
adnexa; (6) pressure on the urinary tract; (7) enormous size; (8) in single women, 
when the tuomur suggests pregnancy; (9) in cases of sterility when the tumour can 
be removed without sacrificing the uterus. Where there are so many considerations, 
each case must be considered on its own merits. 

Vaginal operations. Curetting is usually of temporary benefit only. There is 
risk of injuring the capsule and so of causing necrosis of the growth. It should 
be done after removal of a polypus, to cure the associated endometritis. Fibroid 
polypi should be removed at once. It is safer to control a broad and vascular 
pedicle by a ligature after crushing. Very large polypi must be removed piecemeal. 
Vaginal myomectomy is the best operation for submucous growths, provided the 
tumour is smaller than the foetal head at term. The cervix may have to be split 
vertically in the mid-line. The growth may be removed whole or piecemeal. It is 
an ideal method in sterile women anxious to have children. It is always indicated 
in cases of necrosing submucous growths. During the years 1892 to 1908 it was 
performed, at the Birmingham Hospital for Women, 34 times with a mortality of 
6 per cent. Ligature of the uterine arteries, in order to promote atrophy of the 
myoma, is easily performed, but it may cause necrosis of the tumour; on the other 
hand, the circulation is soon restored by enlargement of the ovarian arteries. 
Martin has done it twice without benefit. Vaginal hysterectomy is better than 
abdominal when the uterus, with its myoma, is smaller than a three months 
pregnancy, and there are no adhesions or adnexal disease. Martin has lost three 
patients out of 73 operations. 

Abdominal operations. Removal of the uterine appendages was performed, 
between 1882 and 1908, at the Birmingham Hospital for Women, 300 times with 
15 deaths. Martin lost 3 out of 28 cases. In 90 per cent. of the cases menstruation 
ceased and the tumour shrank, but in many of these the artificial menopause caused 
great distress. Abdominal hysterectomy, with extraperitoneal treatment of the 
stump was practically abandoned at Birmingham in 1891. The mortality at the 
Women’s Hospital was 34 per cent. in 58 cases. Martin, whose last case was 
in 1895, lost 2 out of 8 cases. Intraperitoneal hysterectomy: Martin now holds, 
contrary to what he taught in 1896, that supravaginal hysterectomy should be 
performed in preference to panhysterectomy, unless the cervix is involved in the 
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myoma or is otherwise diseased. He believes it is safer for the patient and less 
difficult for the surgeon, that the ureters and bladder are less in danger, that there is 
less danger of sepsis from the vagina and that there is less injury of the pelvic floor. 
He describes the technique. Whenever possible, one or both ovaries should be left. 
He has done 51 panhysterectomies with 2 deaths (4 per cent.), and 142 supravaginal 
hysterectomies with 3 deaths (2 per cent.). 

Abdominal myomectomy is the ideal operation for myoma, and will, Martin 
believes, supersede hysterectomy for all but a small minority of cases. It may cure 
sterility by removing a tumour which was preventing conception or interfering with 
pregnancy. It may be performed during pregnancy without necessarily interrupting 
the gestation. Martin has removed eight myomata, varying in size from a plum to a 
foetal head, from one uterus. He uses fine silk sutures in superimposed layers. 
Success depends upon the complete arrest of bleeding, and on perfect asepsis in 
every detail. Martin has lost 1 out of 73 cases (1'3 per cent.). 

Mires H. 
Fibroid ‘“‘Praevia” complicating Labour. 

Frarier (Bull, Soc. d’Obstet. Paris, 1908, No. 4) records a case in which a 
fibroid protruded from the vulva during the application of forceps to the foetal head. 
The patient, a quartipara, had never suffered at any time from menorrhagia cr 
metrorrhagia, and the pregnancy had not been attended by any abnormal symptoms. 
Rupture of the membranes took place two hours after the onset of labour, and the 
patient was seen two hours later, when, on vaginal examination, a hard, rounded 
swelling was felt attached to the right and anterior portion of the cervix and about 
the size of a seventh month foetal head. The cervix was entirely and uniformly 
dilated, and the foetal head was felt high up to the left and behind. 

Replacement of the tumour was attempted during the pains, but without success, 
and forceps were applied with some difficulty after rotating the tumour more to 
the front. On traction the fibroid appeared outside the vulva and the head was 
delivered, the child being alive. Owing to the risk of sepsis if the tumour were 
left it was decided to remove it in spite of the fact that no assistance was 
obtainable; a ligature was passed round the tumour and it was excised. No 
hemorrhage occurred and the puerperium was normal. 

Frarier regrets not being sent for at the beginning of the labour so that he might 
have had the opportunity of observing its progress, but he thinks the fibroid was 
situated in the lower uterine segment in the neighbourhood of the cervix, and was 
enucleated by the attempts at descent of the head under the influence of the pains. 

A. Louise McIlroy. 


Large Retroperitoneal Lipoma. 

WEINHOLD (Gyndkologische Rundschau, 1908, Heft xv) reports the case of a 
woman of 48 years of age, in whom a tumour lay under the ascending colon and 
extended between the layers of the mesocolon stretching its folds apart. After 
incision of the mesocolon a tumour was removed as large as a man’s head and 
weighing 12°5lb. Sixty-three analogous cases have been reported. 

E. Scorr CaRMICHAEL. 


Melanoma of the External Genital Organs. 

Meyer, Berlin (Archiv f. Gyndk., B. 1xxxv, p. 512), has collected 37 recorded 
cases of this rare form of tumour, and adds a 38th case which he saw at 
Professor Strassmann’s clinic in Berlin. 

The patient was unmarried, 45 years old, and had undergone hysterectomy 
and ovariotomy (for myoma and cystic degeneration) 20 months previous to 
admission; an ulcer of a greenish-black colour and the size of a sixpence was then 
found on the inner surface of the labia minora. It was not tender and the skin 
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around it was normal. The inguinal glands were enlarged. Pigmented nevi and 
warts were present on the labia majora. The urine was normal in colour and 
consistence. The ulcer, warts and inguinal glands, which contained a blackish-green 
material, were excised, and the wounds healed within a week. 

Two months after operation new swellings were found in the inguinal region, 
and six months after the removal of the primary tumours the patient died of 
cachexia, with metastases in the liver and elsewhere. 

Meyer says that, up to the present, the theories respecting the causation of the 
pigmentation all lack proof. He considers a melanosarcoma of the vulva a highly 
malignant tumour which consists of proliferated chromatophores. He makes no 
distinction between a melanosarcoma and a melanocarcinoma. The growth does 
not as a rule originate in a nevus. It is a disease of advanced years. The extreme 
malignancy is due to rapid formation of metastases. The prognosis is very bad. 
The treatment consists in extensive extirpation of the tumour and the neighbouring 
lymphatic glands. H. T. Hicks. 


The Keating-Hart method of treating carcinoma. 


J. J. Scumipr (Miinchener m. Wehnsch., 1908, No. 30, S. 1610), in an address to 
the Frankfort Medical Society, discussed the therapeutic indications for Arsonval’s 
current. Its general use in metabolic disturbances he rejected, but it undoubtedly, 
when employed locally, exercised anesthetic, analgesic, and antipruriginous effects, 
and, as shown by Riviére, Strebel and others, can cure superficial carcinoma. Keating- 
Hart goes a step further, and by increasing the capabilities of his apparatus is able 
to send sparks 8 to 10cm. in length into deep malignant tumours, with the object 
not so much of cauterization as of softening the growth. The cancer cells are pre- 
ferentially destroyed while the connective tissue is spared, rapid cicatrization takes 
place and the scars do not form adhesions, a flow of lymph is induced which washes 
away the microscopic elements of the tumour. Schmidt described the method which, 
as it is always employed in conjunction with surgery, is called the electro-chirurgical 
method, and also the improved apparatus now used in Germany. The method has no 
ill-effect on the general system, the former pains disappear, the hemorrhage ceases 
and the patients are very soon able to leave their beds. Keating-Hart, by the 
lightning treatment of different forms of carcinoma has obtained the following 
results: In carcinoma of the skin, chiefly of the face, the cures were 95 per cent., 
in mammary cancer 40 to 50 per cent., in cancer of the mucous membranes 20 to 25 
per cent.; lingual and laryngeal cancers have always given the worst results. The 
cases most amenable to treatment are those in which it is possible for the fulguration 
to reach all parts of the cancerous tissue. The cases hitherto treated at the Marien- 
krankenhaus in Frankfort are no criterion of the value of the method for which they 
were by no means specially adapted. Only cases specially selected on the basis of 
successful experience are suitable for this novel method which, in Schmidt’s opinion, 
merits more extended trial and investigation. 

In the discussion: FRIEDLANDER pointed out that Strebel, of Munich, quoted as 
an advocate of fulguration, did indeed, in 1904, publish favourable results of trials 
of the method, but that he has recently (Deutsche m. Wehnschr., 1908, No. 14) very 
considerably limited his recommendation, inasmuch as, on the ground of some years’ 
experience, he declares that radiation with the electric sparks, at any distance long 
or short, and with or without refrigeration, has a purely local effect and does not 
cure, and consequently does not inaugurate a new epoch in the treatment of cancer. 


G. Leopotp, Dresden (Zentralbl. f. Gyn., 1908, No. 27), who visited Keating-Hart 
at Marseilles in order to study his method, was much impressed with the beneficial 
effect of fulguration on some cases of advanced carcinoma. Keating-Hart expects 
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no cure but merely local improvement from his method, chiefly in the cessation of 
discharge and sometimes of the pain also. Recurrences may take place and must 
be treated in the same way. 


P. NEcKER (Wiener m. Wchns., 1908, No. 19), who has also studied the Keating- 
Hart method at Marseilles, gives short histories of numerous cases and with all 
reserve as to its absolute value considers that it gives such remarkable results as to 
justify and demand for it further investigation. 


BENKISER and Krum (Deutsche m. Wchnschr., No. 10) report to the same effect. 


On Surgical Intervention in Cancer of the Cervix complicating 
Pregnancy in the early months. 

CampPione (Archivio di Ostet. e Ginecol., April 1908) relates four cases of cervical 
cancer complicating pregnancy, in two of which labour came on spontaneously at the 
7th month : the first patient passed through a normal puerperium without hemorrhage ; 
the second died from weakness on the 8th day. Hysterectomy was performed in the 
second and third month respectively on the other patients who recovered. The third 
patient, who was operated on in 1901, remains well. E.H.L.O. 


A Cytotoxine which produces Fatty Degeneration of the Ovaries. 
S. vette Curase, Naples (Archiv. Ital. di Ginecol., June 1908), contributes a 
preliminary note on a serum, the preparation of which he will describe later. It is 
based on the theory of antibodies—that if into an animal of species B there be intro- 
duced an extract of an organ of an animal of species A, the blood serum of B will 
be specifically toxic to that organ in an animal of species A. Such a serum would 
be of the highest value in sterilizing women. Experimenting in this manner on 
bitches he has obtained the necrobiosis of the germinal epithelium of the ovary. 
E.H.L.O. 


Endothelioma of the Ovary. 

pit Narvo (Annali di Ostetricia, May, 1908) relates a case demonstrating the 
importance of early diagnosis when the symptoms seem to indicate malignancy. 

The history of the illness, vaginal examination and certain discouraging clinical * 
symptoms warranted the diagnosis of ovarian tumour; its rapid development, its 
consistency and immobility, along with serious cachexia, supported the hypothesis 
that the tumour was malignant. 

The diagnosis of malignancy in the case of ovarian tumours is somewhat difficult, 
though in most cases clinical examination gives the data of probability. The 
differential diagnosis between benign and malignant tumours is still more difficult, 
since benign ovarian tumours may give rise to metastases in the abdominal walls 
(Olshausen). Tumours which have thin walls and are very mobile and cystic at every 
point, may be regarded as certainly benign; in this case all such characteristics 
were lacking, and it was therefore held logical to suspect a malignant growth and to 
judge operative interference imperative. 

When the operation was performed it was found that the abdominal cavity was 
occupied by a large round tumour, about the size of an adult head, soft in some 
points, but for the most part hard. Development had taken place at the expense of 
the left ovary. 

The histological features of the neoplasm indicated an endothelioma with origin 
from the lymphatics, and thus microscopic examination confirmed a diagnosis based 
on clinical evolution and macroscopic inspection. 

Such endotheliomata have a polymorphous aspect because of structural differences, 
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and because they are subject to degenerative processes during development. In 
appearance they resemble sarcomata, yet they constitute a transition to carcinomata 
since epithelial elements evidently participate in their formation. J. H. F. 


Ovarian Cysts and Pregnancy. 

Ferraro (Annali di Ostetricia, May, 1908) discusses ovarian tumours in general, 
but devotes special attention to cystomata because (1) they occur more frequently 
than other forms; (2) they often attain considerable size, and simply on that account 
are liable to exert an adverse influence on the development of the pregnant uterus 
and on the normal course of parturition; (3) they may be dangerous on account of 
their position, as in the case of small cysts which are intraligamentary, or those 
which having fallen into the pouch of Douglas have there become adherent; (4) the 
pregnant uterus has a certain influence in determining adhesions of tumours to 
neighbouring organs, and, from its very nature, the cystic tumour is especially prone 
to form such adhesions. 

As regards curative treatment, Ferraro is of opinion that even when an ovarian 
cyst is complicated with pregnancy it is wise to observe Lawson Tait’s axiom that 
“every ovarian tumour should be removed as soon as it is discovered,” whenever 
circumstances permit. 

Ferraro concludes: (1) that though pregnancy and ovarian cyst may develop 
pari passu without one disturbing the other, yet the complication must always be 
regarded as serious, since the cyst is a perpetual menace to the regular evolution 
of gestation and possibly to the life of the mother; (2) that once the diagnosis of 
ovarian tumour complicating pregnancy is established ovariotomy should be 
performed as soon as possible unless there are very special indications to the 
contrary ; (3) as regards the life of the mother and that of the child, the epoch most 
favourable for operation is during the first months of pregnancy (in Ferraro’s 
experience the operation did not cause interruption of pregnancy); (4) when the 
gravid uterus or other conditions prevent the immediate removal of a tumour, which 
it is considered will nevertheless be a serious obstacle to parturition, it is better 
if the health of the woman permit to wait till full term and then perform Cesarean 
section preceded or followed by ovariotomy; (5) puncture of a cystic tumour should 
rarely, if ever, be performed; (6) when the birth of the child is hindered by the 
presence of an impacted cyst in the pelvis, such obstetric measures as the use of 
forceps or of turning should be adopted only after the obstructing cyst is removed ; 
(7) craniotomy is justifiable only when the foetus is dead and when there is sufficient 
space in the pelvis, in spite of the tumour, for the passage of the fetal body; 
(8) ovariotomy is indicated and may be performed with complete success at any time 
during the puerperium. J. H. F. 


Bilateral Dermoid Cysts of the Ovary with Pregnancy. 

M. Deporte (Bull. Soc. d’Obstét., Paris, 1908, No, ii and iii) gives a description 
with an illustration of a specimen of a pregnant uterus with both ovaries cystic. 
The patient complained of pressure symptoms in the pelvis, and on examination a 
fixed cystic tumour was felt in the pouch of Douglas. At the laparotomy this mass 
was found to be composed of two dermoid ovarian cysts of the ovaries, the 
uterus being pregnant about four weeks. Sub-total hysterectomy was performed 
without any difficulty and examination of the specimen removed showed the following 
points :—Both ovaries were transformed into cysts with no peculiarities in their 
structure; at the first sight the ovaries seemed to have completely disappeared, 
being stretched out to form the wall of the dermoid tumours, and no part of the 
wall to be sufficiently thick to contain tissue capable of function. The tubes had 
undergone fatty degeneration, and on section of the uterus a four weeks’ ovum was 


q 
| 
j 


Psychoneurosis cured after Salpingo-oophorectomy 219 


found. With the X-ray screen a small tooth could be seen in the wall of the right 
cyst but nothing was detected in the left. 

Delporte draws attention to the pregnancy occurring in a woman in whom the 
ovaries were so cystic and no possibility of the presence of a third ovary could be 
made out. Microscopical examination of the walls of the tumours showed the 
presence of numerous follicles, some normal, others atrophied and compressed by the 
tissue forming the capsule of the dermoid cyst. These facts show that an ovary 
may exercise its function even when, to the naked eye, it appears completely 
degenerated, and they are an encouragement to the practice of conservative surgery. 

A. Lovrse McIzroy. 


Psycho-neurosis of Genital Origin cured after Salpingo- 
oophorectomy. 

S. pette Cutase, Naples (Archivio Ital. di Ginecol., November 1907), reports a 
case of melancholia with suicidal tendencies in a woman who suffered from pelvic 
disease. As local treatment gave no relief to the symptoms, the abdomen was opened 
and the left appendages were freed from adhesions and removed. The patient made 
a rapid recovery from her mental depression and had suffered no relapse after three 
years. E.H.L.O. 


Ectopic Gestation and Internal Strangulated Entero-hematocele. 
Gentite (Annali di Ostetricia, May, 1908) reports a case of hematocele of the 
sigmoid flexure of the colon, with strangulation of the intestine by an internal 
cicatricial ring. The history of the case and objective examination led to a diagnosis 
of ruptured tubal pregnancy. The true cause of the illness was discovered only at 
the post mortem examination. 
' Criticising the case, Gentile observes that when the intestine forms a loop and 
simulates two distinct swellings, it may be absolutely impossible to differentiate 
between entero-hematocele and ectopic gestation. J.H.F. 


The Vaginal Treatment of Tubal Pregnancy. 

Sprnetu1, Naples (Archivio Ital. di Ginecol., December 1907), gives his experience 
of nearly a hundred cases of tubal pregnancy. He has often advocated the vaginal . 
route for operating, but thinks that for the most part gynecologists are prejudiced 
in favour of laparotomy. He agrees that all cases of tubal pregnancy should be 
operated on so soon as diagnosed, but objects to the catchy dictum of Wert that 
every case must be considered a malignant neoplasm. About nine-tenths of cases are 
ampullary and end in spontaneous abortion. In 51 cases seen by himself in the first 
month of pregnancy, 46 were ampullary and 5 isthmic; in none of the 51 was the 
tube ruptured. In 12 further cases there were large hematoceles and he did not 
consider it advisable to do more than empty the tube. Still the abortion leaves the 
tube unhealthy from hematosalpinx or hematocele or pyosalpinx, which may require 
operation ultimately. 

In these cases colpotomy may be performed diagnostically, prophylactically or for 
treatment : diagnostically especially in the first month, but even in the second and 
third months; in these last it is more urgent as the rupture commonly takes place 
from the 8th to the 12th week. A tumour with signs suggestive of pregnancy 
warrants the operation. If the tube be prolapsed into Douglas’s pouch the operation 
would naturally be a posterior colpotomy : the tube can then be opened and emptied 
and then either sewn up and returned into the abdomen or simply drained, or the 
edges may be stitched to the vaginal wound, as the individual case requires, though 
the last procedure will probably lead to uterine displacement, as it did in both the 
cases in which he employed it. In anterior colpotomy the technique is different, for 
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the operation is carried out extraperitoneally. The incision is made where it will 
lead most directly to the tumour, which will bulge down into the space formed by 
splitting up the broad ligament. All observers have noted that the ovum is commonly 
attached to the upper wall of the tube, so the pregnancy is best attacked from 
below. It is usually sufficient to introduce a finger to perforate and empty the 
tube: a blunt spoon is rarely necessary. In one case he had serious hemorrhage 
requiring packing: but it was not alarming. He drains with a tube after swabbing 
out with iodine. The technique differs from that of Wertheim, Diihrssen, Déderlein 
and others, who do an anterior colpotomy, bring down the fundus and remove the 
tube. In one case, later than the third month, he ruptured a densely adherent tube 
and had to remove it, along with the uterus, through a longitudinal incision. 

When sudden symptoms of pain and collapse occur in the first month, it is 
probable that an abortion is taking place ; the urgency for operation is then less than 
in the second and later months, when the chances of an abortion or of a rupture are 
about equal. To avoid this latter catastrophe the early vaginal operation is urgently 
recommended. Expectant treatment is extremely dangerous as all statistics show. 
Schauta collected 121 cases before the |first month with 115 deaths, while of 121 cases 
operated upon only 19 died. 

Of Spinelli’s 11 cases of ruptured tube, operated on by colpotomy or laparotomy, 
8 were rescued. The deaths were due): the first to icterus in a morphinomaniac who 
had had repeated hemorrhages; the te te occurred almost on the table after an 


inondazione peritoneale as he calls the flood of blood found in the abdomen; the 
third was due to intestinal obstruction dating from 8 days before the operation. 
Of 75 cases operated upon without rupture, one died of paralysis of the bowel after 
colpotomy. In all he had 94 cases with 4 deaths. 

The vaginal route is rapid: the parts can be easily palpated and, if necessary, 
brought into the vagina by direct traction or by bringing down the fundus of the 
uterus. A ruptured tube should be removed. 

In a few rare cases tubal pregnancy does not end in abortion or rupture but in 
the formation of a mole; this may be from the distensibility of the walls and from 
the safety valve action of the ostium permitting some blood to flow out. He has 
operated on seven such cases per abdomen, but would prefer the vaginal route, here 
also, on account of the intestinal adhesions commonly resulting from inflammation set 
up by the presence of the mole. E.H.L.O. 


Extramembranous Gestation. 

TantTzscHER, Riga (Zentralbl. f. Gyn., 1908, No. 27), adds a new personal 
observation to the 25 cases of extramembranous gestation collected by Pfeilsticker. 
As is well known, two forms of hydrorrhea gravidarum have been recognized 
recently, hydrorrhcea decidualis and hydrorrhcea amnialis. In the latter after a 
rupture of the membranes has happened the foetus finds its way out of the ovisac 
into the cavity of the uterus, where for a time it may undergo further development. 
It is in this way that extramembranous or extra-ovular gestation comes to pass. 
Clinically, an important symptom for distinguishing that condition from decidual 
hydrorrheea is the discharge of pure blood, or blood mixed with liquor amnii, and 
this symptom may suggest placenta previa. 


Hydrorrhea Amnialis. 

W. Rotu, Riga (Zentralbl. ¢. Gyn., 1908, No. 28), reports two cases affecting a 
quintipara of 26 years of age and a primipara of 25; in both cases the first symptom 
was hemorrhage suggesting abortion, succeeded by a profuse discharge of liquor 
amnii. In the first case the diagnosis was established by the presence of lanugo 
in the discharge. Delivery in this case occurred three days afterwards, but the 
child lived a short time only. In the second case abortion followed the hydrorrhea. 


Goitre during pregnancy 221 


Five Cases of Goitre during Pregnancy. 

Monaco, Naples (Archiv. di Ostet. e Ginecol., April 1908), relates 5 cases of 
sporadic goitre. In one of them eclampsia supervened and, continuing after delivery, 
caused death. He discusses treatment and advocates iodine locally in the form of 
a saturated solution of potassium iodide introduced by the cathode of a current of 
25 milliampéres at sittings of 10—30 minutes. He describes various other forms of 
treatment—excision, induction of labour, &c., none of which are uniformly successful, 
and discusses the possible relation of the thyroid to the renal function and the 
functions of the parathyroid glands. A useful bibliography is added. E.H.L.O. 


Appendicitis during Pregnancy, Labour, and Childbed. 


E. Rounce (Berliner kl, Wehns., 1908, No. 27) says that appendicitis very rarely 
occurs during pregnancy and as a rule an existing appendicitis is not unfavourably 
influenced by pregnancy. The question whether pregnancy disposes to recurrence of 
inflammation in the vermiform appendix cannot be definitely answered, but it is 
certain that the presence of appendicitis has an unfavourable influence upon 
pregnancy in as much as the latter is very frequently interrupted prematurely ; the 
prognosis for mother and child is then unfavourable. An exact diagnosis in such 
cases is, of course, of great importance, but in this respect we are confronted by 
serious difficulties in pregnant women. If after expectant treatment at the beginning, 
the patient’s general condition becomes worse, with rigors and symptoms of peri- 
tonitis, an immediate operation is indicated. Immediate operation is also necessary, 
if appendicitis is present at the onset or during the course of labour. During 
childbed, appendicitis may easily lead to the occurrence of puerperal fever. 


The Bacteriology of Osteomalacia. 

Frocca and ARCANGELI (Archivio Ital. di Ginecol., May 1908) related their results 
to one of the Roman Medical Societies. Of 30 cases investigated, 24 showed the 
presence of a diplococcus resembling the pneumococcus. It was found during the 
patient’s life in 19 cases; in 2 in the bones post mortem, in 1 in the bones and blood 
post mortem. in 2 in the urine. They intend to treat their patients with a vaccine 
when one can be obtained. E.H.L.O. 


The Pathogenesis of Eclampsia. 


A. Dienst, Oppeln (Zentralbl. 7. Gyn., 1908, No. 25), holds that eclampsia is a 
malady due to the deluging of the blood circulation with fibrin. The kidney of 
pregnancy disposes to eclampsia since it leads to the retention of sodium chloride in 
the blood. Leucocytosis counts make it probable that the physiological troubles of 
pregnancy, dropsy without albuminuria, the kidney of pregnancy and eclampsia, are, 
ztiologically, all analogous and merely different degrees of the same affection. These 
points are more fully discussed by the same author in the Archiv f. Gyndkologie. 


Cerebral Hemorrhage in an Eclamptic after a single fit—Death. 


MayerieErR (Bull. Soc. d’Obstet., Paris, 1908, Nos. 2 and 3) gives a description of 
the condition found on post mortem examination of a patient who was admitted to 
the hospital on account of an eclamptic seizure. This patient, a secundipara, 7 months 
pregnant, had awakened out of sleep the previous evening on account of severe 
headache and inclination to vomit, and two hours later had a fit and became 
unconscious. When admitted next day neither cedema of the lower limbs nor puffi- 
ness of the face was present, but a considerable quantity of albumen was found in 
her urine. The treatment consisted of venesection, purgatives and rectal enemata. 
The fcetal heart sounds were good; the tension in the maternal arteries was slightly 
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raised. The patient remained comatose for about twelve hours; she then became 
restless and was able to take a drink, but became cyanosed and died immediately. 
The foetal heart sounds were 60 per minute but soon ceased, no uterine contractions 
nor other signs of labour had occurred. 

At the post mortem examination the kidneys were found congested, the liver was 
not enlarged, but on microscopical examination showed the presence of acute fatty 
degeneration, numerous necrotic areas forming clear spaces with fatty degenerated 
cells and vacuolated nuclei having as their centre the portal vessels; the walls of 
these vessels were thickened and infiltrated with small cells. The spleen was normal. 
At the base of the brain a blood clot was found under the pons raising up the 
arachnoid; the ventricles were filled with blood; there was a large clot filling the 
fourth ventricle and compressing the cerebellum. 

At the discussion on this paper the opinion prevailed that the eclamptic seizure 
might have brought about the rupture of vessels of previous abnormally high tension. 

A. Louise McItroy. 


Eclampsia in Animals—experimental and spontaneous. 


Massauia and Sparapani (Annali di Ostetricia, May 1908) record cases of eclampsia 
occurring in animals either spontaneously or after operative experiments, and proceed 
to institute a comparison between eclampsia in animals and in women, in support of 
Vassali’s parathyroid theory. 

Massalia removed the parathyroid from two dogs and a cat, immediately before or 
during pregnancy, and in every case the operation was followed by the clinical 
symptoms of eclampsia. In two, out of the three cases, these symptoms were com- 
pletely subdued by administration of parathyroidin. 

Sparapani made a clinical observation of eclampsia occurring spontaneously in a 
setter immediately after parturition; in this case also treatment with parathyroidin 
resulted in cure. The symptoms of the eclampsia, induced experimentally, were an 
exact counterpart of those in eclampsia occurring spontaneously. 

The eclamptic attack in animals is very similar to that in women and it may be 
concluded that the morbid processes are the same; the authors are therefore led to 
admit that the different forms of eclampsia may have the same pathogenesis, of 
which Vassali’s parathyroid theory offers a satisfactory explanation. They consider 
that pathological experiment and clinical observation have proved that the auto- 
intoxication, which fulminates in the eclamptic attack, is due to a deficiency of para- 
thyroid secretion, and that this secretion is an antitoxin of certain excretive products 
given back by the foetus to the mother. J.H.F. 


Decapsulation of the Kidneys in Eclampsia. 

F. Kiernertz, Stuttgart (Zentralbl. f. Gyn., 1908, No. 26), reports two cases of 
severe eclampsia coming on after delivery in a secundipara aged 27 and a primipara 
aged 24, both of whom had had scopolamine and morphia before labour. In the 
first case the operation gave no relief and the patient died three days after it. 

In the second case there were convulsive attacks even after the operation; the 
patient had to be transferred to a lunatic asylum on account of her mental condition, 
but she ultimately recovered. 


Scopolamine-Morphia in Labour. 

Mayer (Zentralbl. f. Gyn., 1908, No. 21), assistant to Professor Stoeckel at 
Marburg, who had opportunities of studying the scopolamine-morphia method of 
analgesia employed by Professor Krénig at Freiburg, reports upon its action in 
50 cases in the Marburg Klinik and concludes from them that : (1) Some disturbance 
in the physiological course of labour may occur owing to serious impairment of the 
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abdominal pressure due to diminished reflex action; (2) the mother may suffer if she 
has an idiosyncracy against scopolamine, and this is manifested by various forms of 
excitement of high degree; (3) in the absence of most careful control the child’s 
system may be seriously endangered, especially when large doses are administered 
within a short time; no serious injury appears to be caused to the child by small 
doses. In contrast to these disadvantages it must be admitted that the cautious use 
of scopolamine-morphia alleviates the suffering of women in labour, but it should 
only be employed in institutions in which the parturient is under the constant 
observation of a physician. 

At the Marburg Klinik they are not satisfied that the scopolamine and morphia 
method secures the desired analgesia or hypalgesia during labour without any danger ; 
they consider that the indications for the injections are limited by very stringent 
conditions and that the unpleasant accidental effects and disturbances of the 
method forbid its unreserved commendation. They have therefore abandoned the 
administration of scopolamine narcosis in favour of another method upon which a 
report will shortly be issued. 

In the discussion on this paper at the Marburg Medical Society, Srzser mentioned 
that after scopolamine-morphia narcosis for gynecological operations, patients for two 
or three days suffered from notable acceleration of the pulse, an increase of from 20 
to 50 beats per minute (to 105 even to 135). The dose of scopolamine was small, 
never exceeding 0°0009gms. The preparation absolutely unobjectionable. With 
spinal anesthesia from novocain after hypodermic injection of 0°01 gm. morphia they 
were now obtaining most satisfactory results. 


L. Bruck (Prakticzesky Wratsch, 1908, No. 10; Miinchener m. Wchnr., 1908, 
No. 27) recommends scopolamine-morphia as a means of rendering labour painless 
without interfering with the contraction of the uterus in any way. It has proved 
most efficacious in a series of cases in his hands. He uses a solution of scopolamine 
hydrobromicum 0°0003125 gm. and morphia kydrochlorate 0°015 gm. in 1 cm. of 
sterilized distilled water, preserved in sealed glass ampulle, and injects 4 or } of a 
Pravaz syringe full of this into the abdominal wall above the mons veneris. The 
occasional by-effects are, in his experience, so very insignificant and unreal, that they 
need not be considered in regard either to the mother or to the child. 


Hebosteotomy. 

PFEILSTICKER (Gyneccologische Rundschau, 1908, Heft 14) contrasts the methods 
of performing this operation adopted by Walcher and Bumm. Both operate sub- 
cutaneously. The former makes his incision outside the labium majus, the latter 
between the labium majus and labium minus, and therefore nearer the middle line. 

In these operations the bladder is injured in 17°6 per cent. of cases. 

Pfeilsticker prefers the method of Walcher for following reasons :—(a) The outer 
aspect of the labium majus is more easily purified than the inner. (b) Less risk of 
injuring the crus clitoridis. E. Scorr CarMIcHAEL. 


Extraperitoneal Cesarean Section. 

Czyzewicz, jun., Lemberg (Zentralbl. f. Gyn., 1908, No. 25) performed Sellheim’s 
extraperitoneal operation upon a duodecipara 44 years of age with extreme osteo- 
malacia which absolutely indicated Czsarean section. The separation of the 
peritoneum from the wall of the bladder was remarkably easy. After dividing the 
cervix in the middle line, he turned and extracted a living child, but the placenta 
had to be expressed by Credé’s manceuvre and, on account of extreme atony, the 
uterus was packed with iodoform gauze. The wound was then closed and the 
woman recovered. Sellheim’s operation is not indicated except in aseptic cases; if 
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Sellheim’s fails, Pfannenstiel’s may be tried. For doubtful cases Czyzewicz recom- 
mends the method of Baum or Fromme; for undoubtedly infected ones, the Porro 
Cesarean operation or Sellheim’s utero-abdominal fistula. 


Vaginal Cesarean Section. 
Caturani (Archiv. Ital. di Ginecol., June, 1908) states two cases. In the first he 

delivered by this method at the sixth month, after failing to dilate with Bossi’s 

dilator; the patient was suffering from obstinate vomiting; she recovered after 

passing a tape-worm. The second patient was suffering from hemorrhage, due to a 

marginal placenta previa, at the eighth month. 

E. H.L. 0. 


Czsarean Section by a New Method on account of Vaginal 
Occlusion. 

ZarRa, Salerno (Archivio Ital. di Ginecol., May, 1908), records a case in which 
the genital canal was totally closed by adhesions resulting from caustic injections 
employed in an unsuccessful attempt to bring on abortion. Cesarean section was 
indicated to remove the child but dense adhesions of the uterus to the rectum and 
to the bladder prevented pan-hysterectomy or Porro’s operation. Two-thirds of 
the uterus were cut away, and the serous surface was stitched to the parietal 
peritoneum, the muscular wall to the abdominal muscles, and the mucosa to the fascia. 
The ovaries were left in situ. A small fistula remained through which a few drops 
of blood flowed during menstrual periods. E. H. L. O. 


Pregnant Uterus in a Ventral Hernia after Conservative Cesarean 
Section. 

W. Scumint, Plauen (Zentralbl. f. Gyn., 1908, No. 25), reports: A woman who, 
4 years previously, had been delivered by conservative Cesarean section, became 
again pregnant and developed a constantly enlarging ventral hernia which finally 
contained almost the whole of the uterus. The skin over the hernia was as thin 

7 as paper and beset with decubitus ulcerations. ‘The uterus was firmly adherent to 

the ring of the hernia to the extent of 8cm. After the extraction of a living child, 

Porro’s operation was performed and the woman recovered without any set back. 

The case shows that it is well in extraperitoneal Cesarean section, before closing 

the abdominal wound, to detach the folds of peritoneum in order to prevent adhesions 

to the anterior abdominal wall. 


Vaginal Czsarean Section for Placenta Previa. 


H. Werssern, I.D., Berlin (Miinchener m. Wcehns., 1908., No. 27), comes to the 
following conclusions: In all cases of placenta previa in which hemorrhage en- 
dangering the mother’s life makes rapid operation imperative, and the narrow and 
still insufficiently dilated cervix excludes the possibility of version by Braxton Hicks’ 
method and also the use of the metreurynter, vaginal Cesarean section is indicated, 
and, in most cases, anterior hystereotomy will be sufficient. 


Spontaneous Rupture of the Uterus. 


K, Etsenstein, Szeged (Zentralbl. f. Gyn., 1908, No. 27), reports the following 
cases: (1) In a secundipara, 27 years of age, the uterus ruptured at the moment 
when, the breech being visible at the vulva, she was being placed transversely 
across the bed. The child was extracted and the peritoneal cavity drained. ‘The 
childbed was fever-free. Eisenstein suggests that at the first labour there was a 
partial wearing away of the anterior wall of the cervix which afterwards cicatrized, 
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and that the uterine contractions caused rupture of this scar. (2) The second case 
was a quartipara, aged 31, in whose second and fourth labours spontaneous rupture 
of the uterus occurred which on each occasion was treated conservatively, and 
healed. The latter rupture took place in the scar of the former which had occurred 
four years previously. 


H. Ganz, Kénigsberg (Deutsche m. Wehns., 1908, No. 27), relates a case in which 
spontaneous rupture occurred at the beginning of labour through the cicatrix of a 
wound caused by perforation with a curette employed to clear away an abortion. 
On laparotomy the child with the placenta and membranes was found free in the 
abdominal cavity., The uterus was amputated at the level of the internal os and 
the woman made a good recovery. 


A Severe Case of Inertia Uteri. 

Cari (Gyndkologische Rundschau, 1908, Heft 15) says this case is reported from 
Bossi’s klinik, and illustrates the value of his dilator. There was severe inertia 
without any dilatation of the os uteri. Liquor amnii and meconium had already 
escaped and the foetal heart sounds were weak. The use of Bossi’s instrument brought 
about rapid dilatation of the os uteri, along with strong uterine contractions. The 
case shows the value of the instrument not only as a rapid and safe dilator but also 
as an excitor of uterine contraction. E. Scorr CARMICHAEL. 


Acute Peritonitis before and during Labour. 


G. Leorotp, Dresden (Zentralbl. ¢. Gyn., 1908, No. 28), reports the following 
case: A sextipara, aged 36, was admitted into hospital at the end of pregnancy 
suffering from diffuse peritonitis. Objectively she was found to have colpitis 
granulosa and albuminuria. After the membranes had been ruptured she was 
spontaneously delivered of a living child which died four hours later. The mother 
died 15 hours after delivery. The autopsy disclosed purulent parametritis, fibrinous 
pleurisy and sepsis, a septic spleen, and pointed condylomata. There were no 
gonococci but only staphylococci in the pus, nevertheless Leopold considers that 
gonorrhea was probably the source of infection. 


Infectious puerperal erythema. 


A. Casatis, I.D., Paris, 1907 (Zentralb. ¢. Gyn., 1908, No. 26), says: The clinical 
aspect of erythema objectively resembling scarlatina is very different from that of 
true scarlatina, but the scarlatina may affect a recently delivered woman. The cases 
of erythema resembling scarlet fever are due to infection, probably caused by strepto- 
cocci coming from the uterus. The local changes at the genital point of entry are 
often very slight and escape clinical observation. The lochia are normal and the 
involution of the uterus proceeds in the normal way. If these erythemata are 
associated with a genito-uterine infection they often appear to be the puerperal 
infection itself instead of merely symptoms associated therewith. The general 
phenomena, especially the temperature, keep pace with the erythema appearing and 
disappearing with it. The septic utero-vaginal symptoms are often very slight. 
The prognosis is favourable, the duration short. Renal complications are not common. 


The Bacteriology of the Puerperal Uterus. 


W. R. Nicnotson and J. R. Evans, of the University of Pennsylvania (Amer. 
Journ. Med. Science, August, 1908), in view of the importance of definite knowledge 
on the bacteriology of the puerperal uterus because of its bearing upon puerperal 
septic infection generally and, more particularly, upon the frequency of auto-infection, 
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give a critical review of the results obtained by previous investigators. They point 
out that even if the extreme position of Stolz with regard to the frequency of positive 
findings be found untenable, proof that, after the first days, the ascent of organisms 
into the cavity of the uterus is a usual, or even a moderately frequent, event, will 
render useless any further consideration of this matter, since the import of positive 
findings in any particular case will be beyond determination. 

After a detailed description of their own technical methods they give the results 
they obtained in 49 women normally delivered, in 11 abnormal obstetrically, and in 
7 complicated by disease or infection, and then draw the following conclusions :— 

(1) The uterine lochia is sterile in normal cases throughout the puerperium. 

(2) Streptococci are never present within the cavum uteri without causing 
symptoms, 

(3) In a few instances non-pathogenic germs may be found in cultures in afebrile 
cases but there is every reason to believe that their presence is really the result, 
either of contamination during the extraction of the lochia, or of their introduction 
during obstetric manipulation. 

(4) Ascendance of the gonococcus is an event of comparative rarity, though the 
frequency of this organism would of itself give reason to expect otherwise. 

(5) Infection of the endometrium is an ever present danger in culturing within a 
few days of delivery. 

(6) A study of the bacterial content of the puerperal uterus is of great importance 
as a subsidiary means of diagnosing septic infection following delivery. 

(7) As nearly as may be, a technique should be adopted which will prevent 
contamination during the removal of the lochia, in order to avoid a vitiated result. 


Suppurative Cerebral and Cerebro-spinal Meningitis in Pregnancy 
and Childbed. 

CommanpbeurR, Lyons (L’Obstétrique, 1908, No. 3), collects-15 cases, 3 of them 
published here for the first time. The majority of the women were multipare; 9 
were attacked during pregnancy and 6 after labour, 1 so late as four weeks after 
confinement. The organism most commonly found was the pneumococcus. In most 
of the cases the diagnosis was not established till after death, several of the 
primary cases being admitted as eclamptics. Violent convulsions were commonly 
present, and in more than half the cases maniacal delirium also; headache was 
almost constant as a premonitory symptom ; coma was always present. The prognosis 
is extremely bad, and in cases occurring after the seventh month of pregnancy, 
labour should be induced in the hope of saving the child, as the operation will 
have no effect on the course of the disease; in urgent cases Cesarean section, 
abdominal or vaginal, may be required. 


E. H. L.0. 


The Operative Treatment of Puerperal Peritonitis and Thrombo- 
phlebitis. 

Leopotp, Dresden (Archiv f. Gyndkol., Bd. xxxv, p. 483), has previously recorded 
12 cases of puerperal peritonitis treated by laparotomy, of which 3 died and the 
others recovered. He looks upon antepartum gonorrhceal infection as a common cause 
of post partum septic thrombosis and peritonitis. He also thinks that prolonged 
hemorrhage with incomplete abortion is very likely to be followed by peritonitis of 
sudden onset. The most important initial symptoms are : rapid, small pulse, hiccough, 
vomiting and rigors, together with abdominal tenderness and distension. As soon 
as a diagnosis of peritonitis is arrived at, the abdomen should be opened, certainly 
not later than the third day after the onset of symptoms. In all cases Douglas’s 
pouch should be drained and washed out with saline solution. Leopold also advises 
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draining of the peritoneal cavity by lateral incisions in the flanks. With regard to 
the after treatment it is important to guard against sending infection along the 
drainage tube. 

In cases of puerperal thrombosis without peritonitis the abdomen should be opened 
and the thrombosed vein excised after ligature. The transperitoneal method is the 
best, and it is inadvisable to delay the operation after the rigors have been present 
for one or 2 days. Leopold also recommends the ligature of the iliac vein in case of 
severe pyemia. He dwells most strongly on the urgency of early operation when 
the patient’s condition is still comparatively good. A table of the cases is appended. 

H. T. Hicks. 


Genesis and Biological Significance of Calcareous Deposits in the 
Human Placenta. 

Mertetti (Annali di Ostetricia, May 1908), for a period of some months in the 
Maternity Institute of Ferrara, has carefully examined all the placentas which, to 
sight and touch, presented signs of calcareous deposits, in order to determine under 
what clinical condition the calcareous placenta was most frequently found; at the 
same time histological examinations were made to ascertain the probable chemical and 
anatomical causes of the deposits. 

Clinically, the professor found that in the great majority of cases calcareous 
placentas came from healthy women, who had attained, or more often gone beyond, 
the average term of pregnancy, and had given birth to living healthy infants, superior 
in bodily development to the normal average. He and other observers noted that 
deposits might be found in prematurely expelled placentas, and in cases where intra- 
uterine death of the foetus had occurred, but such cases represented the exception, not 
the rule, and served to refute Frankel’s hypothesis that syphilitic ovarian lesions are 
the chief cause of calcareous accumulations. 

Histological examination showed that in every case the anatomical basis of the 
chemical phenomena was a process of cellular atrophy, chiefly on the uterine surface 
of the placenta sometimes between the villi. This lowering of the vital activity of 
the cell or “hypobiosis” resulted either from functional activity of the cell, or from 
accidental lesions, such as hemorrhagic extravasations, which interfered with cell 
nutrition. A placenta, which presents calcareous deposits is therefore decidedly 
pathologic, and the phenomenon may be termed “calcareous degeneration.” Such a 
definition at first sight contrasts with the results of clinical observation, and it seems 
difficult to reconcile degeneration of the organ which nourishes the fcetus, with a 
development of the latter, superior to the normal. 

The reason for this incongruity must be attributed to the duration of the 
pregnancy. It is noted that as pregnancy gradually approaches its normal term 
alterations take place in the ovum and in the uterus, on the one hand constituting the 
first approach to puerperal involution, and on the other favouring the detachment of 
the ovum in the act of birth. If pregnancy be protracted beyond ordinary limits, it 
is natural that such retrogressive changes should be more extensive, and that at the 
same time the bodily development of the infant should become greater than usual. 

This protraction of pregnancy, though the most frequent, is evidently not the 
only cause. The formation of hemorrhagic extravasations in the decidua or in the 
intra-villous spaces (following upon wounds, defective attachment of the placenta or 
congenital frailty of the vessels), may form a condition predisposing to calcareous 
accumulations. Hence syphilitic lesions may lead to such deposits, but cannot be 
regarded as their commonest cause. J.H.F. 


The Quantity of the Milk Secretion. 
Prancuu and Garpékre, Lyons (L’Obstétrique, 1908, No. 3).—The ‘secretion of 
the mamme is increased almost exclusively by the action of the child in sucking, 
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but the quantity obtained depends on the wants of the child and not on the capacity 
of the mother, for the breast is usually found to contain milk after an infant has 
ceased drinking ; if two children are suckled this residue will increase sufficiently to 
nourish the second child. Similarly a woman can nurse one child on one breast. 
The average maximum of milk obtained from all the nursing women (up to the 10th 
month), was 1,225 grammes in the 24 hours, though one mother reached 2,600 
grammes. In this last case quantity of butter was 31°5 grammes per litre; but a 
mother giving 2,200 grammes of milk had 48°5 grammes per litre. 
E. H. L. 0. 

Melzna Neonatorum. 

Jacer (Gyndkologische Rundschau, 1908, Ht. 15) reports three cases of this 
condition, in which great benefit was derived by treatment with gelatine. In each 
case there was vomiting and passage of a considerable amount of blood by the bowel. 
The treatment adopted was the subcutaneous injection of gelatine, and the administra- 
tion of gelatine dissolved in tea by the mouth. E. Scorr CARMICHAEL. 


Infantile Metrorrhagia. 

Printaura, Catania (Archivio Ital. di Ginecol., May, 1908), relates a case of 
metrorrhagia, in a child of two years, in which he thinks the cause was hemophilia. 
She was treated electrically with a current of about 90 milliampéres for 60 sittings 
of about 9 minutes each. The literature of the subject is referred to. 

E. H. L. 
The rapid and sudden death of the new-born 

René ProvansaL, I.D., Paris, 1907 (Zentralb. ¢, Gyn., 1908, No. 26), says: In 
new-born children, and in nurselings especially, death often occurs in a few minutes, 
though no morbid symptoms have preceded it. These deaths are due to disturbances 
of the respiration, circulation, or nervous systems. Autopsy most commonly dis- 
closes hypertrophy of the lymphatic organs, idiopathic hypertrophy of the thymus 
gland, tuberculosis of the mediastinal glands, and syphylitic lesions of the blood- 
vessels and heart. Such sudden deaths often are repeated in the same family, and 
more frequently in male infants. The physician should especially turn his attention 
to the children of families in which syphilis, tuberculosis and alcoholism occur. The 
influence of alcoholism is the most injurious. 


Nuclear icterus of the new-born. 

P. Escu, Marburg (Zentralb. f. Gyn., 1908, No. 30) describes a case, the child 
of a quartipara aged 26, that died on the seventh day. Clinically, in addition to 
jaundice, it was marked by tonic spasms and bulbar symptoms such as respiratory 
troubles and difficulty in swallowing. In addition to the two ordinary forms of 
icterus neonatorum the so-called simple or physiological, and the symptomatic, 
Schmorle and Bennecke have described a third form which they named nuclear 
icterus (Kernicterus) because it is characterized by an intense yellow colouration of 
certain nucleated parts of the nerves in the brain and spinal cord. Two cases 
described by Bennecke exhibited the same symptoms as Esch’s case and likewise the 
absence of syphilitic taint. Esch’s case, therefore, falls into the same category. 
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Reports of Societies 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNXCOLOGICAL SECTION. 


Meeting held Thursday, July 9th, 1908, the President, Dr. Herbert SPENCER, 
in the chair. 


Dr. F. W. Nicot Havtrain read a paper on 


ABDOMINAL HysTEROTOMY FOR CHRONIC UTERINE INVERSION. 


The communication was founded on three cases of chronic uterine inversion of 11, 
13, and 21 months’ duration respectively, which were reduced by the operation 
described as abdominal hysterotomy. In two of these reduction had been previously 
attempted by Aveling’s method. 

The clinical features and causes of inversion, so far as these cases are concerned, 
were discussed. The operation of abdominal hysterotomy was dwelt upon in detail, 
and a comparison drawn with other methods of treatment—viz., immediate taxis, 
Aveling’s elastic pressure, and vaginal hysterectomy as practised by Kistner, Taylor 
and Oui. 

Dr. F. H. Cuampneys claimed that by the proper use of Aveling’s repositor it was 
possible to reduce the vast majority of cases of chronic inversion of the uterus, and 
that failure was very rare. He considered that this method of treatment was free 
from risk, and almost invariably successful. 

Dr. Herywoop Situ said he considered the reason why so many cases 
of attempted reposition of chronic inversion of the uterus by manual taxis failed, and 
occasionally cases where repositors were used, was because the pressure was exerted 
in the wrong place—namely, directly on the fundus, thereby causing a lateral bulging 
which rather hindered reposition. ° 

Dr. Amanp Rovrs did not think that traction on the cord was as frequent a cause 
of inversion as forcible funda] pressure during uterine passivity. As regards treat- 
ment, he had found that manual taxis was useless in chronic cases. On the other 
hand, he had never failed to reduce an inverted uterus by means of Aveling’s 
repositor, and he believed that, if properly applied, failures would be extremely 
rare. Pressure must be applied in the axis of the pelvis, and the patient could be 
kept partially under morphia if necessary. He had found that a light packing of the 
vagina round the inverted uterus and the cup of the repositor prevented the slipping 
of the cup off the fundus. Supposing, however, that reposition was not accomplished, 
he thought that Dr. Haultain’s operation was a most valuable one, and was, at all 
events, very much superior to vaginal or abdominal hysterectomy, which has some- 
times been performed in unreduced cases. 

Dr. Frank F. Taytor said that he had seen and assisted in the treatment of one 
case of chronic inversion of the uterus (previously published by Dr. Hellier) of nine 
months’ duration, which had been reduced with the utmost ease by the application 
of Aveling’s repositor, reduction having taken place within 24 hours. Judging from 
the limited experience of a single case, he (Dr. Taylor) could fully endorse the 
remarks of Dr. Champneys and Dr. Amand Routh, and he considered that Aveling’s 
repositor should have been tried by Dr. Haultain himself before resorting to 
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abdominal section. He thought Dr. Haultain had exaggerated the difficulties and 
dangers of Aveling’s repositor, which, if carefully and skilfully used, caused no 
greater pain than could be controlled by an injection of morphia, and did not 
necessitate more than a few days’ confinement to bed. 

The Presipent (Dr. Herbert Spencer) thought that the author’s operation was an 
excellent one for those cases of chronic inversion which could not be reduced by 
Aveling’s repositor. It was, in his opinion, not an operation which should be per- 
formed until Aveling’s instrument had been tried and failed. Aveling’s repositor 
was an instrument of which British gynecology had every reason to be proud, but 
the instrument should be the one designed by the inventor and used in the way 
that he described. He thought that the instrument, properly used, would very rarely 
fail to reduce a chronic inversion. 

Dr. Havrain, in reply, expressed surprise at the uniformly successful results 
from Aveling’s method obtained by those who had spoken, as such were very 
different from those published by many authorities. It seemed to him merely a 
question of opinion in these chronic cases what method should be employed. Per- 
sonally, he would prefer to perform this simple operation, which he thought might 
be guaranteed to be successful, rather than subject his patients to a probable lengthy 
period of pain and discomfort, with by no means a certainty of cure. 

A paper on 

MENSTRUATION AND ITS RELATIONSHIP TO THE CaLcrium METABOLISM, 

was read by W. Brarr Bett, B.S., M.D. After reviewing the opinions held con- 
cerning menstruation from the earliest times down to the present, the author described 
his own work on the subject. This consisted of :—(1) Estimations of the systemic 
blood calcium-content of birds—when laying and not laying—of animals and of the 
human subject, during and apart from menstruation. Analogous variations were 
found in all cases, and charts illustrating these observations were shown. (2) 
Examinations of the human menstrual discharge and of the uterine secretion from 
the uteri of rabbits. The results were described and illustrated. (3) Histological 
investigations to demonstrate analogies between the menstruating human uterus, that 
of the rabbit when “in heat,” and the calcium secreting chamber of the laying hen. 

Finally, the periodicity of menstruation, and the connection between this function 
and the ductless glands and general calcium metabolism were discussed. 

Dr. Amanp Rovts thought that the author had brought forward a large number 
of facts which collectively went far to prove the reliability of the views expounded 
by him. The lowering in the amount of lime in the blood which immediately 
preceded menstruation was extremely interesting. So also was the fact that lime 
salts began to re-accumulate in the blood as menstruation ceased; but he did not 
think that the author had proved that this coincidence was functionally causative 
of menstruation. Like Dr. Pollock he thought the author’s choice of a hen for his 
experiments was not a good one, and he could not see the force of the charts showing 
the variation of the lime in the blood of the hen which laid eggs on alternate days, 
for the lime for any particular egg was required, not on the day before it was laid, 
but several days before, and many eggs were in process of development all the time. 
The paper was one to study and think over in order to appreciate its full 
significance. 
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Tue CurnicaL Report or QuEEN CHARLOTTE’s Ly1nG-1n Hospitat For 1907. 


The Report for 1907, recently presented by the Queen Charlotte Hospital, enables 
us, from the valuable materials it contains, to offer our congratulations upon what 
has been accomplished. It has been gratifying to notice the large number of cases 
which have been disposed of. Great strides have been made in obstetrics during 
recent years, and it is in order to have this progress maintained that it becomes 
necessary to have duly reported the abnormal cases, which occur in the large 
hospitals, and their treatment. These have been well and minutely communicated 
in the Report, with which we are now dealing. Differences of opinion must 
necessarily prevail on the actions of our professional brethren, and it is, therefore, 
by the interchange of thought through channels such as this that satisfactory con- 
clusions may be arrived at. 

We shall now deal with some of the items in the Report :— 

We read that in the waiting wards there are ten beds, and in the labour wards 
there are eight beds. If this means that the eight patients are being delivered in 
one or even two wards, this certainly seems to us to be too many. 

Though the number of cases is small, yet the statistics of Breech presentations 
are interesting, inasmuch as they directly contradict Porak, who states that the 
foetal mortality in primipare is greater than in multipare. Below are given the tables 
of the Queen Charlotte Hospital with regard to full term children :— 

Primipare. Multipare. 
Born. Dead. Born. Dead. 
Porak states that 1 in 9 succumb in the former class of cases, and only 1 in 30 in 
the latter. 

Amongst 14 cases of placenta previa, 2 died, thus giving a percentage death 
rate of 14°3 per cent. With these figures before us, we naturally turn to the methods 
of treatment adopted, and we find that the well-established operation of Braxton- 
Hicks has been partially discarded in favour of the use of Champetier de Ribes’ bag, 
an instrument which requires more intra-uterine manipulations thus increasing the 
risk of sepsis, is more difficult to keep in order, and though it may decrease the 
foetal mortality, yet, as statistics show, it increases the maternal death rate. - 
Hofmeier, Behm, and Lower show mortality rates of 4°5 per cent. and 1 per cent. 
in cases, in which Braxton-Hicks’ operation was performed; other celebrated 
obstetricians show similar results with the latter method. And even the supposed 
advantage is not apparent, for, though 6 out of 14 children were born alive in the 
hospital, only 1 survived. 

It is a pity that the statistics of so important a condition as accidental hemorrhage 
are scrappy. Eighteen cases are mentioned, the number of cases requiring no 
treatment is not given; and these can hardly come under the head of what is 
understood by obstetricians as accidental hemorrhage. Again, we have no idea of 
the constitutional effect that occurred in those cases which were cured by rupturing 
the membranes. Of the 4 severe cases, it has been mentioned that 1 died, and this 
was treated by a ‘‘ vaginal plug, which converted the external into an internal 
concealed hemorrhage.”” The possibility of such an occurrence as this has been 
denied, and, under these circumstances, it is a pity that more detail is not given. 

It is satisfactory to notice that no patient died of post-partum hemorrhage in 
the year, though of the 60 cases, 3 were serious floodings. We note that the 
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hemorrhage is estimated by weighing the blood lost, the loss being placed at a 
200z. standard. We can not believe that this estimation can lead to anything but 
a harmful end; firstly, it must be very difficult to separate the liquor amnii; 
secondly, even where this is possible, it is at once apparent that a loss, which would 
produce constitutional symptoms in one woman would not do so in another. ‘This 
is where the experience of a doctor comes in; that is, to know when a woman has 
had enough hemorrhage to warrant treatment. The treatment which was ‘“‘to 
knead the uterus, to give a hot douche, and ergot,” also the nursing, deserve our 
warmest commendation. 

It would be interesting to know if gloves are employed for the removal of 
adherent placenta, and, if so, the experience of the hospital as to their efficiency. 

We read under eclampsia that there were 7 cases during the year, all of 
which recovered; this is certainly a good result. Though the number of cases is 
small, yet it is interesting to note that of the 7, 5 were primipare, thus supporting 
Zweifel, whose proportion of primipare to multipare was 16°6 per cent. of the 
former to 5°5 per cent. of the latter. 


Under the heading pelvic contraction, we learn that all cases are examined 10 
weeks before labour starts, and that a considerable number are treated by performing 
external version at this period. It would be of value to know, from a statistical point 
of view, if this plan brings about malpresentations at full term; we can not recall 
any statistics that bear out this form of treatment. Out of 80 cases of contracted 
pelves, the conjugata vera has been given in 15 only, and in these, there is no indica- 
tion as to the manner in which these measurements were arrived at. If they have 
been gathered from the length of the diagonal conjugate, they are valueless as 
accurate guides to treatment, and we cannot but be struck at the extraordinary 
number of full-termed and large children that were born through these pelves. 
In case 4, table xi, the conjunctiva vera was 3 inches, and yet a child, 7 lbs. 64 ozs., 
was delivered by forceps. 

It is extraordinary how often forceps were applied in occipito-posterior positions, 
and how many of these latter were encountered. Is it not possible that this mal- 
presentation is due to an interference with Nature’s processes, and that, with 
greater patience on the part of the attendant, the occiput would in due course 
rotate, and the women naturally deliver themselves? Forceps is not absolutely 
indicated, and can only be justified on the grounds that the application is harmless, 
but the Report does not bear this view out, for we find in the forceps morbidity 
that, in a total number of 230, 37 or 16 per cent. showed a morbidity lasting 2 
days or over. 

We read that labour was induced 36 times for contracted pelves; in many of 
these cases the conjugata vera is not given. We can hardly conceive the circum- 
stances which would make this operation more favorable than others; but there is 
certainly no indication unless the pelvic measurements have been accurately obtained 
or the disproportion between the pelvis and the presenting part has been discovered 
by some reliable means. 

The mortality in Cesarean section seems high, but, no doubt, special circumstances 
prevailed. 

It is to be deplored that, in spite of the advances in obstetrics, craniotomy had 
tc be performed in 8 cases. 

The maternal mortality, which shows a percentage of ‘53, is worthy of our 
warmest praise, and the skilled treatment which evidently was followed out in the 
very serious cases which occurred, deserves our special congratulation. 

The great interest, in this Report, centres in the morbidity table, for by this 
the good work of an hospital can be estimated in a manner better than any other. 
Turning to this table, we note the great improvement that has taken place in the 
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health of the patients. The percentage has fallen to 20; this would appear, at first 
sight, very high, but we note that it is based on an estimation, which differs from 
that which obtains in all other recognised institutions. We consider that this 
estimation of morbidity is most fallacious, for a rise to 100°F. at any one reading 
is certainly not, as admitted in the Report, a morbid sign. 

In conclusion, we must congratulate the authorities, and especially the registrar, 
Mr. Longridge, on the manner in which the Report has been compiled, 


Tue Romance or Mepicine. By Ronatp Campsett Macriz, M.A. (Aberd.), M.B., 
C.M. London: Cassell and Co., Ltd. Illustrated, 8vo, pp. viii. and 312. 


The author does not state in the preface with what object the book has been 
written; but we imagine that his aim has been to write a popular history of 
medicine which might excite the interest of the public, and especially of such of 
the young as might be disposed to embrace the medical profession. 

For this purpose it seems to us to be well adapted. The two first chapters 
consist of a summary of medical history from the earliest times until the latter 
part of the 18th century. In these chapters (especially the first), the approximate 
dates might be added with advantage, especially if at the same time contemporary 
history were referred to. The young reader is apt to lose his bearings without such 
assistance, and it does no harm even to the older reader. Such an addition would 
greatly enhance the value of the book. 

Subsequent chapters deal with Harvey and his work; the romance of the cell, 
the microbe: its discovery and origin; bacteria and their characteristics; some 
representative microbes of disease; man versus microbe (phagocytes, etc.) ; some 
victories over the hosts of death; Lister and antisepsis; inoculation and vaccination ; 
the discovery of anesthetics; hydrophobia and Pasteur; concerning antitoxins; and 
surgery and medicine, their present and future. 

The weakest part of the book is that dealing with modern medical practice 
(p. 295sqq.). It is certainly not a true account of this to represent it as consisting 
principally in the administration of drugs. The best modern practice of medicine 
deals with problems which require a higher degree of mental acumen and training 
than those of surgery (if a distinction between the branches is to be made), and 
deals with them quite as scientifically. Has the writer been unfortunate in his * 
experience as a student at Aberdeen, or does he do injustice to his teachers? 

The writing, with the exception of occasional lapses into “fine” language, is 
generally clear and interesting. There are a few misspellings of names: ‘ Potts” 
(for Pott), p. 103; ‘‘Semmelweiss”’ (for Semmelweis), p. 193 et sqq.; ‘‘ Landouzey ”’ 
(for Landouzy), p. 205; and ‘‘ Lettson”’ (for Lettsom), p. 225; also ‘‘ phagocytes ”’ 
are (surely) not “cell-eaters” but “eater-cells,” the first half of the compound word 
being adjectival. 

We think the book should fill a want, and should prove a very acceptable present 
to a boy interested in medical subjects, and thinking of a medical career. It might 
also be read with profit by many others. 


Die ERWEITERTE VAGINALE TOTALEXTIRPATION DES UTERUS BEI COLLUMKARCINOM. 
Von Dr. Friepricn Scuavta, Professor der Geburtshilfe und Gynakologie an 
der Wiener Universitat; mit 6 Abbildungen im Text und 5 chromolithogr. 
Tafeln. Royal octavo, pp. iv. and 190. Wien und Leipzig: Joseph Séfar, 
1908. 

Professor Schauta objects to the term radical being employed in connection with 
operations, abdominal or otherwise, for uterine cancer, even if it used in the 
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broad sense given it by Winter who holds every operation to be radical by whcih 
the cancer can be completely and permanently removed. Cases in which, anatomi- 
cally, the operation has not been a radical one, may, it is known, remain perman- 
ently cured and so, clinically, may be said to have undergone a radical operation ; 
on the other hand, in innumerable cases submitted to so-called radical operations, 
the cancer has recurred. 


Wertheim has estimated that the proportion of absolute cures by the extended 
abdominal operation is about five times as great as that by the vaginal operation, 
but Professor Schauta points out that this estimate is based on the comparison with 
the former simple method of vaginal extirpation on very limited indications, and 
is not correct for the extended vaginal total extirpation by which not only the 
uterus, but the parametria and part or the whole of the vagina and even of the 
vulva are removed. In his own klinik, as reported by Waldstein in 1901, in 274 
cases of total extirpation of the uterus, the mortality was 142 per cent., that of 
vaginal operations alone being 10 per cent. The percentage of operability was 14 
per cent., of permanent cures 29°5 per cent., of absolute cure 40 per cent., that 
is to say that of 100 women with uterine cancer who were seen at the klinik, 4 
were still cured five years after operation, but cases of cancer of the corpus were 
included. 

The results of vaginal total extirpation were not much better elsewhere : the 
operability was too small, the local recurrences too numerous. These defects 
depended on the extirpation being insufficiently wide of the uterus in the parametria 
and the vagina, and if these points had been the only ones considered, the technique 
put forward in 1893 by Schuchardt might, after further development and extensive 
trial have proved satisfactory but, on the analogy of operations for mammary cancer 
it was thought, by Ries and others, that success depended upon the exeresis of the 


regionary lymphatic glands, and this idea led to the development of the so-called 
radical abdominal operation. 


As early as 1897, a reaction began and the importance of the exeresis of the 
glands was questioned provided that sufficiently extensive excision of the parametria 
and vagina could be secured. Professor Schauta goes very fully into these points 
and shows that, as is now very generally admitted, the removal of the glands is 
not essential, and cannot be done completely ; that by his extended vaginal operation, 
the parametria can be dealt with as well as by the abdominal operation, while the 
vagina can, if necessary, be removed altogether, and with the vulva if desirable. 
His extended vaginal total extirpation is based upon Schuchardt’s method, with 
considerable modifications, and, when fully carried out, is as given below; but he 
premises that the vagino-perineal incision need not always be made on both sides, 
nor even on either side, and that the exposure of the ureters is sometimes 
unnecessary. The patient is prepared as for any peritoneal operation. The ans- 
thetic is a mixture of equal parts of chloroform and petroleum ether with two parts 
of sulphuric ether. After preliminary free curetting and cauterization of the cancer 
with Paquelin’s instrument and plugging of the crater, the instruments and india- 
rubber gloves are changed and the operation proper begins with circular incision of 
the vagina, as low down as necessary but never higher than the junction of the 
middle and upper third. The cylindrical flap or cuff of the vagina then formed 
is stitched over the cancer with interrupted sutures, the ends of which are left 
long, and, knotted together, form a bridle. The gloves and instruments are changed 
again and the bladder is then detached from the cervix, by blunt dissection and a 
few strokes of the scissors in the middle line and at the sides, and is pushed up 
out of the way. If the carcinoma has involved the bladder to a serious extent, the 
operation may, as Schauta himself points out, be abandoned, but if otherwise, a 
free perineal incision is made extending from the posterior lateral edge of the 
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anus to the lower end of the labium minus, and penetrating to the level of the 
circular incision; the hemorrhage, which is considerable, is controlled at once by 
ligature of the vessels, superficial oozing being arrested by a compress and Spiegel’s 
self-retaining speculum. The ureter is then exposed; though this may be omitted 
in very easy cases, or be impossible in very hard ones. The uterine artery is tied 
and divided. The pouch of Douglas is then opened and the rectum detached—in 
this, difficulty may be met with owing to adhesions, adnexal tumours or invasion 
of the pararectal tissue by the carcinoma. Without any clamping off or ligature the 
parametria is then divided close to the pelvis with scissors guided by the left index 
passed into the pouch of Douglas. The middle hemorrhoidal artery is taken up and 
tied and the venous bleeding controlled by a compress. ‘lhe same course of 
operation having been followed on the other side, the uterovesical pouch is opened 
and the broad ligaments are secured by two or three ligatures on each side, and 
divided between the uterus and ovaries. After the extirpation is completed, and the 
hemostasis reviewed, the peritoneum is closed transversely without drainage by 
interrupted sutures, the stumps of the broad ligaments being stitched into the 
angles of the wound. The large wound cavities are plugged and the vaginoperineal 
wounds are closed, the vaginal edges with catgut, the skin with silk, the muscles 
with sunk catgut. Hypodermoclysis is performed if the operation has been much 
prolonged or the hemorrhage profuse, and, in extreme anemia, even before the 
operation. The technique 1s beautifully illustrated by five chomolithographic plates. 

Schauta’s material includes 258 cases operated upon between June, 1901, and 
June, 1907; 79 were slight, 123 severe, and 53 intermediate cases. ‘The operability 
was 48°7 per cent. ; the total mortality 10°8 per cent. ‘The percentages of cure were : 
after 5 years, 38°2; after 4 years, 44°0; after 3 years, 43°7; after 2 years, 47°2. 
Recurrences generally, but by no means always, take place within 2 years, altogether 
these were 72. Brief notes are given of each case, with illustrations in the text of 
several of the uteri removed which show how widely the parametria can be extirpated. 

The causes of death and of accidental injuries are fully discussed. Cystoscopic 
examinations were made in 101 operable and 57 inoperable cases but were found to be 


no criterion as to operability except when the carcinoma was discovered op the 
inner surface of the bladder. 


In his concluding remarks, Professor Schauta says that extirpation is easy and 
safe by either the abdominal or vaginal way. The points to be considered are :— 
(a) exeresis of the glands, (b) extirpation of the parametria, and (c) removal of the 
vagina. Extended vaginal total extirpation is as efficient as abdominal for (b) and 
(c). The importance of the exeresis of the glands is, even by the partizans of the 
abdominal operation, acknowledged to be very doubtful. No cases in which 
carcinomatous glands were removed are known to have remained well for five years, 
and it has not been proved that recurrence is certain when such glands are left. 
As regards the parametria, Schindler records that in 22 cases of abdominal operation 
with carcinomatous parametria : after substracting those primarily fatal, and missing 
(7), only 2 were free from recurrence, 13 had such. Franz operated on 12 recurrent 
cancers 9 secondary to abdominal, 3 to vaginal operations. 
safety would seem to be given by the abdominal operation. 


Schauta’s cases show that the dangers of accidental injury, to the ureters 
especially, have been over-estimated. He does not desire to do away with the 
extended abdominal operation, which indeed he has himself performed, upon special 
indications, seven times during the period this monograph covers, but hopes that 
he has shown that the vaginal operation merits at least equal recognition. ‘lhe 
problem to be solved is the selection of the cases for the one method or the other. 
Professor Schauta has shown that the results of the extended vaginal total extirpation 
bear comparison with those of so-called radical abdominal operation, but we agree 
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with him that the future results of the surgical treatment of uterine carcinoma do 
not depend upon operations being made more and more extensive so much as upon 
their being performed at as early a stage of the disease as possible. 

Freely as we have quoted from the work we fear we have hardly succeeded in 
conveying a fair impression of its merits, and only considerations of space prevent 
us from giving further details and touching on many points we have not alluded to. 
We can heartily recommend those who are able to do so to study the original 
monograph, one of the most interesting and stimulating that has recently appeared 
on the surgical treatment of uterine cancer. 
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